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WHEN THE DIET 


of the same nutrients provided by a 100 
calorie portion of Ovaltine in milk. 


Comparison of the accompanying two 
columns of nutritional values clearly shows 
why Ovaltine in milk has been so widely 
accepted as a highly effective multiple 
dietary food supplement. 


Column A lists the National Research 
Council’s Recommended Daily Dietary 
Allowances for each 100 calorie portion in 
the diet of a 154-pound man of sedentary 
occupation. Column B lists the amounts 


"Based on average reported values for milk. Three servings 
of Ovaltine, each made of ¥2 oz. of Ovaitine and 8 fl. oz. of 
whole milk, the daily dosage recommended for diet sup- 
plementation, provide 676 calories. 


TRRAMIE. .....2000.. O 
RIBOFLAVIN .......... 


The easy digestibility and appealing flavor 
of Ovaltine in milk enhance its value as 
a dietary supplement. Chocolate Flavored 
Ovaltine is especially liked by children. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 
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Wherever your pollen-sensitive patient 
spends his vacation, TRIMETON* may add to his enjoyment 
and rest by alleviating his symptoms of pollinosis. TRIMETON is an 
unusual antihistaminic. Essentially different in chemical composition, it is so 
potent that only one 25 milligram tablet is usually required to attain the desired relief 
in fifteen to thirty minutes. Best of all, your patient isn’t likely to sleep away his 
vacation because the small milligram dosage lessens side effects. 
Your patient will also appreciate that the high potency of 


F ‘ TRIMETON also means lower cost of therapy. 
: t 


Dosage: One 25 mg. tablet one to three times daily. 
Trimeton, brand of prophenpyridamine, 25 mg. tablets, scored, are available in bottles of 100 and 1000. 


*Taimeton trade-mark of Schering Corporation 


CORPORATION ¢ BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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for POSTOPERATIVE 
and POSTPARTUM 
NEEDS 


Basic design and theuniquesys- 
tem of adjustment make a large 
variety of Camp Scientific Sup- 
ports especially useful as post- 
operative aids. Surgeons and 
physicians often prescribe them 
as assurance garments and con- 
sider them essential after op- 
eration upon obese persons, 
after repair of large herniae, or 
when wounds are draining or 
suppurating. A Camp Scientif- 
ic Support is especially useful in 
the postoperative patient with 
undue relaxation of the abdom- 
inal wall. Obstetricians have 
long prescribed Camp Post- 
operative Supports for post- 
partum use. Physicians and 
surgeons may rely on the Camp- 
" trained fitter for precise execu- 
tion of all instructions. 
If you do not havea copy of the THIS EMBLEM is displayed only by reli- 
Camp ‘‘Reference Book for Phy- pina sa phen — 
sicians and Surgeons”’, it will to-deor canvassers. Prices are based on 
intrinsic value. Regular technical and 
be sent on request. ethical training of Camp fitters insures 


precise and conscienti ttention to your 
recommendations. 











S. H. CAMP ann COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago « Windsor, Ontario ¢ London, England 
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How mild can a cigarette be? 


reporte 


SMOKERS REPORT 


KNOW! CAMELS ARE 
THE MILDEST CIGARETTE 
"VE EVER SMOKED _ 
AND SO Goop 


TELEPHONE OPERATOR 


R. J. Reynolds Tobacco Company, Winston-Salem 


According to a Nationwide survey: 


More Doctors Smoke Camels 


than any other cigarette 
g independent research organiza- 
e brand named most was Camel! 


tions asked 113,597 doctors what cigarette they smoked, th 


at 





Doctors smoke for pleasure, too! And when three 
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when reducers stray from the dietary path... 


. .. Desoxyn Hydrochloride provides a safe, simple and effective 
curb on the wayward appetite. At the same time, the stimulating 
action of Desoxyn increases the patient’s sense of well-being and 
desire for activity. To depress the appetite, one 2.5-mg. tablet an 
hour before breakfast and lunch is usually sufficient. A third tablet 
may be taken in midafternoon, if needed, and if it does not cause 
insomnia. @ It has been shown that weight for weight Desoxyn is 
more potent than other sympathomimetic amines so that smaller 
doses may be used effectively. In addition, Desoxyn has a faster 
action, longer effect and relatively few side-effects. ¢ Orally, DEsoxyn 
is an effective cerebral stimulant with a wide variety of uses. 
Parenterally, it helps to restore and maintain blood pressure during 
Prescribe operative procedure. For more detailed information, write to 

ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


® 
GESOXYM wr orccuconios 


(Methamphetamine Hydrochloride, Abbott) 


TABLETS, 
2.5 mg. and 5 mg. 
ELIXIR, 


20 mg. per fividounce 
(2.5 mg. per filvidrachm) 


AMPOULES, 
20 mg. per cc. 
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The brilliant English poet, Lord Byron, who had many mild convulsive 
attacks during his short life, is an outstanding example of the fact that 
epilepsy need not cloud a man’s mentality. 


Comparative studies have shown that in some cases better control of grand mal as well as petit 
mal seizures can be obtained with Mebaral than with corresponding doses of other antiepileptic 
drugs. Mebaral produces tranquillity with little or no drowsiness. It is particularly desirable not 
only in epilepsy but also in the management of anxiety states and other neuroses. The fact that 
Mebaral is almost tasteless simplifies its administration to children. Average dose for children ¥2 


to 3 grains, adults 3 to 6 grains daily. Tablets 2, 1% and 3 grains. 


MEBARAL 


Brand of Mephobarbital 
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Tissue repair is the keystone of the recovery process has been shown 
recovery process. It makes little difference | empirically to speed the patient upon 
if the infection is halted, the fracture the road to normal health. Amino acid 
reduced, or the metabolic imbalance ad- preparations should be supplemented 
justed—it is the patient’s own cells that | by moderate amounts of vitamins. 


must complete the cure. Lederle research has for some time been 
While true hypoproteinemia is compara- concerned with such mixtures of amino 
tively rare, nevertheless hypernutrition acids and vitamins and their application 
with essential amino acids during the in the field of nutrition. 


LEDERLE LABORATORIES DIVISION s2aze—*" 











Do rseu Going Your Way 


FOLLOWING a parallel route to a similar 
destination, the ethical pharmaceutical 


maker necessarily keeps the progress and 
direction of scientific medicine constantly 
in view. 

For a closer look at medicine's progress 
and full comprehension of its implications, 
the Smith-Dorsey Company has expanded 
its research facilities, secured increased re- 
search grants and added research personnel. 


ESMITH-DORSEY COMPANY + Lincoln, Nebraska  SRANCHES AT LOS ANGELES AND DALLAS 


MANUFACTURERS OF 
AQUEOUS SUSPENSION OF ESTROGENIC SUBSTANCES @ DORSEY 
AMINOPHYLLINE SUPPOSITORIES @ DORSEY 
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Now Council-Accepted 


~ MANDELAMINE 


REG U.S. PAT. OFF. 


BRAND OF METHENAMINE MANDELATE 


Wrinary Antiseptic 


S§ - OUTSTANDING 
D ‘ FEATURES 


NEPERA CHEMICAL CO., INC. 
a Manufaclu ung Chemists 
NEPERA PARK © YVOURERS 2, ®. Y. 
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SECRETARY OF DEFENSE LOUIS JOHNSON— 


AN URGENT 


APPEAL TO 


YOUNG DOCTORS! 


Your personal help is needed to avert a serious 
threat to our national security! 


By the end of July of this year we will have 
lost almost one-third of the physicians and 
dentists now serving with our Armed Forces. 
Without an increased inflow of such per- 
sonnel, the shortage will assume even more 
dangerous proportions by December of this 
year. 


These losses are due to normal expiration of 
terms of service. The professional men who 
are leaving the Armed Forces during this 
critical period are doing so because they 
have fulfilled their duty-obligations and have 
earned the right to return to civilian practice. 


Without sufficient replacements for these 
losses, we cannot continue to provide ade- 
quate medical and dental care for the almost 
1,700,000 service men and women who are 
the backbone of our nation’s defense. 


Normal procurement channels will not provide 
sufficient replacements! 


To alleviate this critical, impending shortage 
of professional manpower in the three serv- 
ices, I am urging all physicians and dentists 
who were trained under wartime A. S. T. P. 
and V-12 programs under government 
auspices or who were deferred in order to 
complete their training at personal expense, 
and who saw no active service, to volunteer 
for a two-year tour of active duty, at once! 


We have written personally to more than 
10,000 of you in the past weeks urging such 
action. The response to this appeal has not 
been encouraging, and our Armed Forces 
move rapidly toward a professional man- 
power crisis! 

Many responses have been negative, but 
worse—a great number of doctors have not 
replied. It is urgent that we hear from you 
immediately! 

We feel certain that you recognize an obligation 
to your fellow men as well as to your profession 
in this matter. We are confident that you will 
fulfill that obligation in the spirit of public 
service that is a tradition with the physician 
and dentist. 

There is much to be said for a tour of duty 
with any of the Armed Forces. You will 
work and train with leading men of your 
professions. You will have access to abun- 
dant clinical material; have the best medical 
and dental facilities in which to practice. 
You will expand your whole concept of life 
through travel and practice in foreign lands. 
In many ways, a tour of service will be 
invaluable to you in later professional life! 


Volunteer now for active duty. You are urged 
to contact the Office of Secretary of Defense by 
collect wire immediately, signifying your ac- 
ceptance and date of availability. Your services 
are badly needed. Will you offer them? 


pute Jota ten 
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DIGILANID... LANATOSIDES A, B and C 


(COUNCIL-ACCEPTED) 


RELIABLE ORAL DIGITALIS THERAPY 


Digilanid contains the complex glycosides of digitalis lanata in 





chemically pure form, assuring maximum efficiency for mainte- 
nance and whenever oral digitalis therapy is indicated. Uniform 


in potency, stable, well tolerated and adequately absorbed. 


SUPPLIED —Tablets, Ampuls, Suppositories and Liquid 


Samples and Bibliography on Request T' 
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THE TREATMENT OF SINUSITIS 


KINSEY M. SIMONTON, M. D. 
Section on Otolaryngology and Rhinology, 
Mayo Clinie, 


Rochester, Minnesota 


HE present concepts of the treatment of 

sinusitis are largely based on three prinei- 
ples: (1) preservation of functioning strue- 
tures, (2) restoration of normal function and 
(3) elimination of pathologic abnormality. The 
success which attends both medical and surgi- 
eal treatment of infection of the paranasal sinus- 
es is dependent upon balanced achievement of 
all three principles rather than upon complete 
achievement of any one with sacrifice of the 
other principles. 

ANATOMY 

The lateral wall of the nose is characterized 
by three overhanging shelves, the inferior, mid- 
die and superior turbinate bones, which con- 
tribute to the formation of three recesses re- 
ferred to as the inferior, middle and superior 
meatuses. The inferior and middle turbinates 
are well marked and prominent. The superior 
turbinate is small and is usually obscured from 
view by the middle turbinate. 

The paranasal sinuses arise from invagina- 
tions of the nasal mucosa in the middle and su- 
perior meatuses. The sinuses open into these 
spaces throughout life. The sinuses are divided 
into two groups by the middle turbinate. The 
anterior group consisting of the frontal, anterior 
ethmoid and maxillary sinuses arise from the 
middle meatus and lie anterior and inferior to 
the middle turbinate. The posterior ethmoid and 
sphenoid sinuses arise from the superior meatus 
and are situated superior and posterior to the 
middle turbinate. The turbinates afford consid- 
erable protection to the ostia of the sinuses. 


Read as one of the Third Annual Lectures in Medical Sciences 
he 4 Lois Grunow Memoria! Clinic, Phoenix, Arizona, Februsry 
, 1949. 


The nasal mucosa is notable for its ciliated 
epithelium, its mucous glands and its bed of 
capillaries which are capable of great distention 
when filled with blood. The sinus mucosa re- 
sembles the nasal mucosa from which it arises, 
but has fewer glands and fewer capillaries than 


does the nasal mucosa. 


PHYSIOLOGY 

The infection which 
peculiar to the nose and paranasal sinuses are 
provided by the ciliated epithelium and _ its 
overlying blanket of mucus.* The nasal mucus 
is sufficiently viscous to resist penetration by 
bacteria, has 
kept in constant motion by action of the cilia. 
The direction of ciliary action in the sinuses is 
This mechanism, 


defenses against are 


bacteriostatic properties and _ is 


toward the ostia of the sinuses. 
when in a state of health, is able to empty the 
sinuses of secretions. Ciliary action in the nose 
is directed toward the choanae and is most in- 
tense in the region of the middle meatus. Action 
of the ciliated mucosa and its mucous blanket 
is important in removing both virulent micro- 
organisms and the products of infection from 
the nose. Distention of the capillary bed and 
consequent swelling of the mucosa can block the 
nose and prevent entrance of irritants. 


PATHOLOGY 

The pathology of inflammation of the nose is 
basically similar to that of other tissues of the 
body. Certain manifestations of inflammation 
are peculiar to the nose because of the anatomic 
and histologic characteristics of the nose and its 
tissues. Obstructed nasal breathing is a prom- 
inent symptom owing to the fact that the nasal 
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chambers are of limited capacity and bounded 
by rigid bony walls, and owing to the rich capil- 
lary network in the nasal mucosa. The profuse 
flow of mucopurulent discharge results from the 
presence of numerous glands in the mucosa. 
Pain is aggravated by pressure which occurs 
when tissues swell in a rigid-walled cavity. The 
symptoms of obstructed breathing and pain occur 
much more often in acute than in chronie in- 
flammations of the nose. 


Repair of acute inflammatory changes in the 
nose results in the formation of fibrous tissue in 
the mucosa and, in certain instances, metaplasia 
of epithelium trom ciliated columnar to strati- 
fied squamous types. The change resulting from 
a single episode of acute inflammation is small, 
but repeated attacks may lead to cumulative 
damage which is significant in producing 
chronic inflammation. Inflammation around the 
blood vessels of the nasal mucosa is particularly 
significant.” Periarteritis results in decreased 
nutrition of the tissue. 
lymphangitis restrict the return flow of blood 


Periphlebitis and peri- 


and tissue fluids and cause edema. The end re- 
sult of these phenomena is tissue necrosis and fi- 
brosis. Thickening of the nasal mucosa due to 
fibrosis and edema, and loss of ciliated epithelium 
are important causes of decreased drainage from 
the sinuses and tavor the development of chronic 
inflammation. 

Factors which interfere with the normal de- 
fense mechanism of the nose favor the establish- 
ment of acute infection. Local obstructions to 
nasal respiration which slow the flow of the mu- 
cous blanket, dryness due to loeal obstructions 
or to excessively dry air, loss of ciliated epi- 
thelium or temporary paralysis of ciliary action 
may allow virulent organisms to multiply and 
become implanted in the nasal mucosa. Chilling 
the body results in reduced blood flow to the 
respiratory mucosa. Many infections of the up- 
per part of the respiratory tract begin in the 
nasopharynx where the epithelium is non- 
ciliated, and spread to the nose. The presence 
of chronic infection in the pharyngeal lymphoid 
tissue or the tracheobronchial tree may lead to 
recurrent episodes of rhinitis and sinusitis. 

The development of chronic infection of thé 


paranasal sinuses is dependent upon factors 
which interfere with drainage and ventilation 
of the sinuses. Severe acute infections may be- 


come chronic if restoration of drainage is not 
accomplished by therapeutic measures. Obstrue- 
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tion to the ostia of the sinuses favors the deveio))- 
ment of chronic sinus infection. The ostia of 
the sinuses may be blocked by deviations of the 
nasal septum, enlarged or cystic middle turbin- 
ates, anomalies of the ethmoid cells, local areas 
of dryness, nasal polyps, hypertrophy or edema 
of the mucosa, or metaplasia of the nasal mucosa. 
Debilitating diseases and reduced general re- 
sistance to infection favor the development «f 
chronie¢ sinusitis. 
TREATMENT 

The treatment of sinusitis is most effective if 
it is planned to fit the needs of each individual 
patient. Consideration of the three fundamental 
principles, namely, preservation of _ tissues, 
restoration of function and elimination of pathi- 
ologic processess, will aid in selecting the plan 
of treatment best suited to the individual pa- 
tient. The treatment of 
sinusitis vary with the stage of the disease and 


requirements for 


will, for convenience, be discussed under the 
headings of acute, subacute and chronie sinusitis. 

Acute Sinusitis —Medical measures fill the 
dominant role in the treatment of acute sinusitis. 

General measures such as rest and support 
should be applied according to the severity of 
the infection. Sedative and hypnotic drugs are 
useful. Control of humidity is important. Dry 
air leads to drying of the mucous membranes 
and interferes with the diseharge of secretions. 
The relative humidity should be maintained at 
50 per cent or over for best results. Humidifiers 
which operate without heat result in less con- 
densation of moisture in the room and are pre- 
ferred to steam kettles. Drugs of the sulfona- 
mide series are useful in controlling infections 
of the air passages. The value of the sulfona- 
mides is limited in cases of suppurative sinusitis 
because the drugs are inactivated by para-amino- 
benzoic acid which is present in pus. Dosage 
should be adequate to maintain concentrations 
of 10 to 12 mg. of the drug per 100 ee. of blood, 
and the patient should be protected against 
urinary complications by the administration 
of fluid and alkali sufficient to produce 1,200 
ce. of alkaline urine daily. 

Antibiotic 
the sulfonamides in the treatment of suppura- 
tion of the sinuses because their activity is main- 


drugs have largely superseded 


tained in the presence of pus. Penicillin is the 
most useful antibiotic at the 
Davison found that 81 per cent of sinus infee- 
tions were caused by organisms sensitive to peni- 


present time. 
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cillin in concentration of U.2 unit per. cubic 
centimeter. Streptomycin should be used only 
if baecteriologic study shows the infecting or- 
gunism to be of the gram-negative group. I pre- 
fer to administer antibiotics by intramuscular 
injection. The infecting organisms in sinusitis 
lie within the tissues as well as on the surface 
o! the mucosa and are most effectively reached 
by an agent circulating in the blood. Agents 
alministered by inhalation do not enter the 
sinuses in significant quantities. 

Local medical measures are especially useful 
when the infection is not severe. Vasoconstrict- 
ing drugs such as ephedrine may be applied to 
tle nasal mucosa to reduce swelling and promote 
Prolonged use of 

to produce sec- 


drainage from the sinuses. 

yasoconstricting agents tends 
ondary congestion of the mucosa which may de- 
feat the purpose for which the drug was applied. 

Astringent drugs, an example of which is col- 
,idal silver protein, promote discharge of mu- 
cus from the glands of the mucous membrane. 
Shrinkage of the membrane results. These drugs 
depress ciliary action. Silver salts may be depos- 
ited in the skin, conjunctivas and mucous mem- 
branes with resulting discoloration. This com- 
plication usually results only after prolonged 
use of the drug. 

Solutions containing therapeutic agents may 
be displaced into the sinuses by the Proetz and 
similar methods, or they may be directly instilled 
into certain sinuses by catheter. Sulfonamides 
and antibiotics applied in this manner do not re- 
main in contact with the organisms long enough 
to be of much value. The greatest value of such 
treatment probably lies in the mechanical re- 
moval of pus from the sinuses. 

Physical treatments are useful in cases of 
acute sinusitis. Heat by local applications or 
diathermy stimulates blood flow to the inflamed 
tissues and brings comfort to the patient. Roent- 
gen therapy reduces congestion in acutely in- 
flamed sinus mucosa and may bring dramatic 
relief of pain. 

Surgical treatment is generally contraindi- 
cated in acute sinusitis because of the risk of 
osteomyelitis. A noteworthy exception is the 
trephine operation on the floor of the frontal 
sinus in cases of fulminating acute infection. 
Care should be exercised not to disturb the 
diploie bone of the anterior table of the frontal 
sinus. Fracture of the middle turbinate toward 
the septum is a safe procedure which is often 
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useful in cases in which the middle meatus is 
narrow. 

Subacute. Sinusitis—This or the terminal 
stages of acute sinusitis often benefit from lavage 
of the affected sinus. This is readily accom- 
plished in the maxillary sinus which can be 
reached via its natural ostium in the middle 
meatus or by puncture through the inferior 
meatus. The approach through the natural 
ostium is preferred for therapeutic lavage when 
the ostium is accessible. When the ostium ecan- 
not be entered without trauma it is better to 
make a puncture opening away from the ostium 
than to damage the mucosa at the ostium. The 
ostium of the sphenoid can be entered with a 
cannula in most instances, the nasofrontal duct 
in a few. Van Alyea has advocated breaking 
through obstructing ethmoid cells in order to 
reach the frontal eannula. The 
ethmoid cells can rarely be reached by cannula. 


sinus with a 


Chronic Sinusitis —Sinusitis becomes chronic 
because of some factor which prevents drainage 
of the sinus by normal physiologic processes and 
which fails to correct itself spontaneously or as 
a result of medical treatment. Such factors fall 
into two classes; namely, anatomic obstruction 
and pathologic changes. Examples of the former 
are spurs or deviation of the septum, enlarge- 
ment or displacement of the turbinates, or anom- 
alies of the anterior ethmoid. Examples of the 
latter are thickening and fibrosis of the sinus 
mucosa, nasal polyps, and hypertrophy of mu- 
cosa in the middle meatus. Because of these fac- 
tors the treatment of chronic sinusitis often re- 
quires surgical measures in addition to medical 
treatment. 

Lavage of the sinuses is effective in a few 
eases of chronic infection, particularly when 
used in conjunction with some procedure for 
correction of an obstruction to drainage. Pro- 
cedures for relief of obstruction to the ostia of 
the sinuses inelude fracture, crushing or sub- 
mucous resection of the middle turbinate, sub- 
mucous resection of the nasal septum, removal 


of septal spurs or removal of nasal polyps. The 


submucous resection of an enlarged or cystic 
middle turbinate allows relief of obstruction 
to the middle meatus without loss of mucosa. 
Cases of chronic sinusitis in which eonsider- 
able change has occurred in the sinus mucosa 
often require new drainage pathways for dis- 
charge of secretions from the sinuses. Following 
adequate drainage of pus, the sinus mueosa may 
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recover to a marked degree. Studies by Sewall 
and by Snitman indicated that removal of the 
sinus mucosa is not necessary in most patients 
operated upon for relief of chronic infection, 
and that the regenerated mucosa which lines 
the sinus after removal of its mucosa is less able 
to resist subsequent infection than is the original 
lining of the cavity. 

Adequate drainage of the maxillary sinus re- 
sults from removal of a portion of the naso-antral 
wall in the inferior meatus. The approach 
through the canine fossa is indicated only in 
those cases in which the sinus is subdivided by a 
bony partition, or in which the presence of a for- 
eign body such as a tooth root or a dentigerous 
cyst is suspected. Drainage of the ethmoid cells 
is accomplished by exenteration of the ethmoid 
with removal of the intercellular septa. Exen- 
teration of the anterior ethmoid exposes the 
ethmoid recess of the frontal sinus, and this 
procedure is often adequate for drainage of the 
frontal sinus. Demonstration, by roentgen ex- 
amination, of dividing septa within the frontal 
sinus, or orbital extensions of the ethmoid eells 
may suggest the need for external approach to 
the frontal or ethmoid sinuses. Osteomyelitis of 
the frontal bone and infection complicating 
osteoma of the frontal or ethmoid bone are defi- 
nite indications fer the external approach. 

The sinuses comprising the anterior group are 
more subject to infection than are those of the 
posterior group. This is due to the protection 
from the inspiratory air stream afforded the 
superior meatus by the middle turbinate. The 
maxillary sinus, due to its dependent location, 
is more subject to chronic infection than are the 
frontal or anterior ethmoid sinuses. 

The posterior ethmoid and sphenoid sinuses 
may be approached by one of three routes. The 
face of the sphenoid sinus may be removed and 
the posterior ethmoid exenterated by working 
forward from the sphenoid. The posterior eth- 
moid may be entered from the anterior ethmoid 
and the dissection carried into the sphenoid. 
This is the most direet route when the orbital 
approach is used. The ethmoid and sphenoid 
may be reached from the maxillary sinus when 
the route through the canine fossa is used. The 
choice of approach depends on the preference of 
the surgeon. 

The rigid walls of the sinuses present special 
problems in surgical treatment of infection in 


these cavities. The cavity cannot collapse and 
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obliterate itself as does an abscess of the sof! 
tissues after drainage. The cavity, therefore. 
remains and is subject to reinfection. The an 
atomic limitations on the size of the drainage 
pathway results in all too frequent closure dw 


ing the healing process. This outcome is par 


ticularly troublesome in the frontal sinus. Th. 
problem of secondary closure of the surgical! 


enlarged nasofrontal duct has not been satisfa 
torily solved. Tubes of various materials, mucous 
membrane and skin grafts, and irradiation b 
roentgen rays and radium have been used wit): 
indifferent success. 

The influence of chemotherapy and antibioti: 
therapy in bringing about resolution of acute 
sinus infection has resulted in a marked decreas: 
in the incidence of chronic sinus infection. This 
is truer of the frontal and ethmoid sinuses than 
it is of the maxillary sinus, probably owing to 
the insidious course of infection in the latter 
sinus which does not cause the patient to seek 
relief in the early stages of infection. The neec| 
for surgical treatment of sinusitis is. decreasing. 

The antibiotics, used alone, seldom result in 
cure of chronic sinusitis. These drugs are of 
great value as an adjunct to surgical treatment 
of the sinuses. The administration of antibiotic 
drugs during the postoperative period controls 
infection present in the mucosa and thereby 
facilitates healing, shortens the period of conval- 
escence and reduces the incidence of compli- 
cations. 

SUMMARY 


Treatment of infections of the 
sinuses is based on three principles; namely, 
preservation of functioning tissue, restoration 
of function and elimination of pathologie pro- 
cesses. The plan of treatment selected for the 
patient should aim at the solution of his indi- 
vidual problem in the light of these principles. 
Medical methods are favored in acute infections, 
but surgical measures are often required for 


paranasal 


relief of chronie infections. 
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HODGKIN’S DISEASE: HISTOLOGIC-CLINICAL 
CORRELATIONS 


W. L. BOSTICK 
San Francisco, California 


eine in the literature on Hodgkin’s dis- 

ease is there a discussion of the significance 
of lymph node necrosis, fibrosis and invasion 
of the capsule as to their relationship to the 
clinieal characteristics. The significance of the 
|-mph node eosinophils, neutrophils or Stern- 
herg-Reed cells is seldom mentioned. How much 
|vmph node fibrosis is to be attributed to x-ray 
therapy, or how much is due to spontaneous 
sclerosis, usually is not indicated. The tissue 
slides from 150 cases of Hodgkin’s disease have 
been examined with these and other objectives 
in mind. The findings in these few cases, al- 
though not statistically adequate, are at least 
provocative. 

The data on Hodgkin’s disease is frequently 
presented in the form of age and sex incidence ; 
sites of original lesions; tuberculous and oe- 
cupational relationships; hematology, survival 
and treatment These interesting 
correlations, and others, for the 150 cases re- 
ported here, will be presented elsewhere.' 

The material logically fell into the three histo- 
logie variants of paragranuloma, granuloma and 
sarcoma. The term paragranuloma, introduced 
by Jackson and Parker”, seems to have been 
quickly accepted, but does name a type previous- 
lv recognized and referred to by several other 
terms, some of which were cumbersome, vague, 
confusing, or not widely used [atypical Hodg- 
kin’s disease (Warthin*), Hodgkin’s lymphoma 
(Bersach*), ‘‘early Hodgkin’s disease,’’ ete.]. 
This paragranuloma type typically reveals a 
lymph node having an abnormal architecture 
which, however, may not be completely bizarre, 
but may retain some follicles and even an oceca- 
sional identifiable sinus. The main impression 
is made by the diffuse sheets of mature-appear- 
ing lymphocytes that occupy most of the tissue, 
distorting the normal lymph node pattern. A 
careful examination will reveal a few isolated 
typical Sternberg-Reed cells, upon which the 
specific diagnosis is based. Plasma cells may be 
seen in moderate numbers, eosinophils may be 
present, but are scanty, fibrosis is absent or, 
rarely minimal, and necrosis is lacking. 


information. 


From the Division in Pathology, University of California Hos- 
pital, Berkeley, California. 


When this Hodgkin’s disease material was 
clinically correlated, many of the findings were 
similar to those noted by other authors. It was 
not possible, however, to add evidence to support 
Jackson and Parker’s belief that those cases 
with the paragranuloma variant have a more fa- 
vorable course than the classical granuloma type. 
In studying the two variants of Hodgkin’s gran- 
uloma, the ever-present danger of confusing 
them with other lymphoma exists. Since para- 
granuloma and Hodgkin’s sarcoma show atypi- 
cal cytological characteristics, they may be con- 
fused histologically with somewhat similar tu- 
mors which are not true Hodgkin’s disease. This 
error in proper classification is probably most 
likely to occur in the Hodgkin’s sarcoma variant. 

The histologic variations that may oeceur in 
the Hodgkin’s disease lymph nodes will be con- 
sidered under variations in lymph node strue- 
ture or lymph node cytology. The mean survival 
of the different groups of cases on which micro- 
scopic slides were available varied from 13 to 20 
months. This is considerably lower than the 
total mean survival (41 months) for all the 
Hodgkin’s disease cases (with and without avail 
able slides) in this group. 


Structural Variations in Hodgkin’s Disease 
Lymph Nodes 

Necrosis: (Table I) 

marked in Hodgkin’s disease, occasionally caus- 

ing the tissue to be grossly indistinguishable 


Necrosis may be very 


from tuberculosis. It rarely becomes caseous, 
Necrosis was entirely absent in 74 per cent of 
the lymph nodes. The remaining one-quarter 
showed it in various degrees, with four per cent 
of them having it to a great extent. All of these 
lymph nodes were examined for tubercle bacilli, 
and none was found. 

There was no significant difference in the 
incidence of necrosis in those lymph nodes which 
had been treated with the x-ray (six months or 


more before biopsy), and those which had not 
received x-ray therapy. 

The cases in which the lymph nodes had little 
or no necrosis lived on the average much longer 
(three times or more) than those with moderate 
or much necrosis. 
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TABLE I. 
Incidence and degree of lymph node necrosis in 121 cases: 


Incidence and degree 


Lymph node necrosis 

Necrosis correlated with x-ray: 
Lymph nodes without x-ray 
Lymph nodes with x-ray 

Necrosis correlated with survival 
time in months 


Number 
Cases 


None Moderate 


74% 


Slight | Much 
121 11% 9% 4% 
58 70 15 
36 80 11 


18+ 16 


35 13412 


TABLE II. 
Incidence and degree of lymph node fibrosis in 107 cases: 


Incidence and degree 


Lymph node fibrosis 

Fibrosis correlated with x-ray: 
Lymph nodes without x-ray 
Lymph nodes with x-ray 

Perivascular fibrosis 

Fibrosis correlated with survival 
time in months 


Fibrosis: (Table IL) Selerosis is one of the 
four primary histological characteristics of clas- 
sical Hodgkin’s granuloma, and yet little has 
been written as to its natural evolution. The 
actual evaluation of the cytological effect of 
x-ray therapy on the nodes of Hodgkin’s disease, 
is difficult. Often the biopsy material is not 
selected so as to best determine this effect. After 
x-ray therapy and the resolution of the treated 
nodes, it is entirely possible that the exuberant 
new tumor proliferation would not necessarily 
reflect the direct effect of the previous x-ray 
therapy. The originally irradiated, small node 
might be quite sclerotic. Several lymph nodes 
obtained one to two weeks after x-ray therapy 
did show an immediate reaction of increased 
prominence of the reticulum and a decrease in 
the expected number of cells. Specific material 
was not available to determine whether these 
treated nodes could be expected to revert to their 
former appearance. Certainly, with excessive 
‘radiation some fibrosis would be expected. 


It is usually stated that the fibrosis increases 


with the duration of the disease, and such was 
occasionally the ease in this series. However, 


such was not always so, and just as frequently _ 


the final picture presented the same or an in- 
ereased cellularity over that of the original 
structure. Increased fibrosis was not necessarily 
found in the nodes removed from a previously 
irradiated area. It is very likely that the fibrosis 


N umber 


Slight Much 


28% 


Cases Moderate 


None 
47% 


107 4% 


56 } 25 50 
37 18 49 
100 ‘ 26 30 


35 12+17 16+15 


present in enlarging lymph nodes is mostly an 
inherent characteristic of each particular Hodg 
kin’s disease process. That it probably does not 
represent a host ‘‘resistance,’’ or a relative de- 
gree of ‘‘differentiation,’’ and hence lessenei| 
malignancy, is suggested by the failure of those 
showing moderate or much fibrosis to survive 
significantly longer than those with slight or 
no fibrosis. 

A peculiar distribution of the fibrosis was 
noted in the lymph nodes which were examined. 
This was in the form of concentric rings of 
peri-vascular fibrotic tissue, often giving the 
blood vessels a broad, laminated-appearing ad- 
ventitia. This was noted in 70 per cent of the 
lymph nodes. 

Capsule invasion: 
process across the capsule of the lymph node is 
usually considered to occur rather late in the 
disease. Lymphosarcomas, however, are sup- 
posed to destroy capsules more easily, and the 
Ivmph nodes tend to become matted together 


Extension of the disease 


earlier. In the lymph nodes of 108 eases, 75 
per cent revealed no eapsule invasion, and 25 
per cent did. This difference in these two groups 
of lymph nodes was not reflected in any changes 
in their respective survival rates. 


Cytological Variations in Hodgkin’s Discasi 
Lymph Nodes. 
The Sternberg-Reed cells, the eosinophils an: 


the associated chronie inflammatory granu- 
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lomatous background constitutes the charae- 
teristic Hodgkin’s granuloma. As the. picture 
hecomes more cellular, especially if of a rather 
predominant reticulo-endothelial type, with as- 
sociated mitoses and pleomorphism, the sarcom- 
vtous varient is approached. In this series, 
\fodgkin’s sarcoma constituted 11 per cent of 
the 121 cases. It revealed an average survival 
of only one-half as much as in the other types 
of Hodgkin’s disease. 

Eosinophils: (Table II1) These striking cells 
jmay occur in such astounding numbers in cases 
of Hodgkin’s disease that the microscopist finds 
it difficult to believe that they are not of some 
creat significance. What significance they may 
have has not been established. They were pres- 
ent in various degrees in 96 per cent of the 
lvmph nodes; and in 25 per cent they are in 
ereat abundance. It was not possible to relate 
them to necrosis, fibrosis, nor, indirectly, to the 
type of fever. Likewise, the number of eosino- 
phils does not influence the subsequent survival 
of the patient. 

Sternberg-Reed Cells: The classical giant 
cell of Hodgkin’s disease is best referred to by 
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the combined name of Sternberg-Reed. Each 
author has described a particular cell type, eith- 
er one or both of which may exist in Hodgkin's 
disease tissues. Bersach* suggested that the large 
cell with abundant cytoplasm and deep stain- 
ing multiple nuclei deseribed by Sternberg’ is 
large endothelial 


6 4s 


a later derivative of Reed’s 
cells with vesicular nuclei, hazy chromatin net- 
work and one or more nucleoli.’’ A diagnosis 
of Hodgkin's disease cannot be made microscopi- 
cally without the presence of these cells. Exam- 
ination of the table reveals that even in the 17 
per cent which had these cells in the greatest 
abundance, an influence on survival is not ap- 
parent. This supports the belief that the Hodg- 
kin’s sarcoma variant should be diagnosed not 
on the basis of greater number of the Sternberg- 
Reed cells alone, but instead on the existence of 
other criteria of malignancy—amitoses, cell pleo- 
morphism—especially when existing in sheets of 
reticulo-endothelial type cells. 

Langhans giant cells, in the absence of tuber- 
In this 
series, one or two such cells were encountered in 


culosis, are rare in Hodgkin’s disease. 


6 per cent of the 121 eases. 


: TABLE III. 


Incidence and degree of cellular types: 


Cellular type and incidence 


Eosinophils 
None 
Rare 
Slight 
Moderate 
Much 
Sternberg-Reed 
None 
Rare 
Slight 
Moderate 
Much 
Langhans* 
None 
Rare 
Slight 
Moderate 
Much 
Plasma 
None 
Rare 
Slight 
Moderate 
Much 
P-M-N Leukocytes** 
None 
Rare 
Slight 
Moderate 
Much 


*in autopsies with no tuberculosis. ’ . 
** 35 cases only available for calculating survival times. 


Number cases 
123 


Percentage Survival time in months 


10+10 
13+13 
15+19 
12+11 


13+11 
14+16 
11+14 
16+18 
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Polymorphonuclear Neutrophils: (Table ILI) 
These calls were absent or insignificant in num- 
ber in 46 per cent of the 116 cases. They more 
or less paralleled the presence of necrosis. In 
15 per cent they were in great numbers, usually 
tending to be focal in distribution, and ocea- 
sionally existing as frank abscesses. .As was true 
with necrosis, they were correlated with sur- 
vival, so that when present in large numbers 
they were clearly associated with a decreased 
survival expectancy. 

Miscellaneous calls: Plasma cells are present 
to some extent in 78 per cent of the nodes, and 
in 6 per cent they were present in great abund- 
ance. No effort to correlate this with survival 
trends was made. The prominence of lympho- 
cytes in nodes is evident, since one variant of 
Hodgkin's disease (the paragranuloma) is that 
type verging toward the pattern of the small cell 
lymphosarcoma. It was not possible to demon- 
strate a significantly greater survival time for 
this type. 

Interchange of Hodgkin’s Disease and Other 
Malignant Lymphoma Types 


The change of a paragranuloma to a Hodg- 
kin’s granuloma or to a Hodgkin’s sarcoma is 
well known. In the Hodgkin’s sarcoma stage, the 
process may closely resemble and merge imper- 
ceptibly into a typical example of any of the 
varieties of reticulo-endothelial sarcoma. For 
those who believe Hodgkin’s disease is one of the 
typical lymphosarcoma variants, this evolution 
is expected. Those who favor an inflammatory 
granuloma etiology, conclude that this only indi- 
eated that Hodgkin’s disease tends to be a pre 
malignant granuloma from which a true neo- 
plastic lymphoma may develop. However, when 
a typical lymphosarcoma develops into a typical 
Hodgkin’s disease process (Herbert, Miller and 
Erf’) the evidence in favor of its being only a 
variant of the lymphosarcoma group seems to be 
enhanced. 
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In this series of cases, the transition of Hody- 
kin’s disease into other malignant lymphomas 
was rarely observed. Perhaps much of this was 
due to the infrequency of multiple biopsies, 
Two of the autopsies were considered as exani- 
ples of Hodgkin’s sarcoma, whereas their pr»- 
vious biopsies were Hodgkin’s granuloma. !n 
two instances the original.biopsies were chara:- 
teristic of a giant follicular lymphoma. Subse- 
quent studies revealed one of them to have be- 
come a Hodgkin’s paragranuloma and the other 
an active Hodgkin’s granuloma. 


Lymph Node Viral and Bacteriological 
Studies 

The lymph node tissue was cultured from 24 
cases of Hodgkin’s disease and from 15 eases of 
controls (carcinoma, sarcoma, leukemia). Spe- 
cial attention was directed toward the presence 
of the Brucella organisms. Sometimes bacteria 
were isolated during the initial inoculation into 
chicken embryos of the ground lymph nodes. 
These studies reveal (Table IV) that 12 Hodg- 
kin’s disease lymph nodes were without bacteria 
and 12 contained them. Brucella organisms were 
not encountered, and the majority of the bae- 
teria seen were of the diphtheroid type. 

In recent cases of Hodgkin’s disease the lymph 
node material, cell-free extracts, were passed 
through multiple series of fertile chicken eggs. 
An increased egg mortality has been reported by 
this method,* thus lending support to the pres- 
ence of a possible viral agent. 


Autopsy Findings in Hodgkin’s Disease 
Cases 

Neeropsies were performed on thirty patients 
with Hodgkin’s disease. Only two of these re- 
vealed a Hodgkin's sarcoma picture, the remain- 
der showed the typical Hodgkin’s granuloma 
process. The detailed microscopic characteris- 
ties of the tumors were not correlated with the 
clinical picture of the disease, because it was 


TABLE IV. 


Lymph node cultures: 


Cultures 


Negative 12 
Staphylococci 0 
Bacilli 2 
Mixed staph. & bacilli 2 
Unspecified organisms 8 


Total 24 


. Hodgkin’s Disease ; 


Carcinoma, leukemia, lymphosarcoma 
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felt that the entire process at autopsy was so 
advanced as to have little or no clinical signifi- 
canee. Instead, a simple tabulation of tumor 
distribution, other diseases present and organ 
sizes Were considered more informative. (Table 
v".) 

The involvement of the lymph nodes, spleen, 
liver and lungs was of the expected degree of 
frequency. The bone marrow tumor incidence 
in the 20 cases examined was 75 per cent. This 
figure was obtained by a routine section of, 
usually, only a single piece of bone marrow from 
a lumbar vertebral body. A more thorough sur- 
vey would have doubtlessly increased this per- 
centage of involvement. In faet, it is highly 
likely that, as Steiner” states, the percentage 
of bone marrow involvement found at autopsy 
is mostly a function of the effort that the path- 
ologist makes to find it. Unusual organ distri- 
butions or bizarre primary sites were not en- 
The liver and spleen 
weights were obtained. Their mean 
were increased. However, in 68 per cent of the 
livers and 21 per cent of the spleens the weight 
was within normal limits. 

Particular attention was directed toward the 
presence of tuberculosis. It was present in five 
(17%) eases, being active in three of them and 


countered in this series. 
weights 
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inactive in two. In two of those with active 
tuberculosis it was impossible to positively sep- 
arate every lesion due to tuberculosis from those 
of Hodgkin’s disease. 
been noted in cases of histoplasmosis with Hodg- 
kin’s disease (Miller, Keddie, Johnstone and 
Bostick’). However, biopsy or autopsy slides 
did not show any of the specific infectious gran- 
ulomas producing a picture absolutely character- 


Similar confusion has 


istie of a classical Hodgkin’s granuloma. It was 
always ‘‘atypical.”’ 

Other diseases present at autopsy are listed 
(Table VI). None was remarkable, or appar- 
ently correlated with the Hodgkin's disease. 
The 10 per cent incidence of herpes zoster is 
high, as has been noted by other authors. 


SUMMARY 


It was possible to separate the lymph nodes 
from cases of Hodgkin’s disease into the histo- 
logical types of paragranuloma, granuloma and 
sarcoma. The first type clinically tends to re- 
semble the granuloma in the age incidence and 
the survival rate, whereas the third type, sar- 
coma, is clearly a more malignant process, al- 
though not necessarily occurring in the older 
age groups as some have reported. The chances 
of error in the correct diagnosis of Hodgkin’s 


TABLE V. 
Frequency of involvement of organs by Hodgkin’s disease (30 autopsies): 


Organ 
Lymph nodes 
Spleen 

Bone marrow 
Liver 

Lungs 
Pancreas 
Adrenals 

G. I. tract 
Kidneys 
Gonads 

Skin lesions 
Thyroid 


Percentage involvement 
100 % 
85 


Average weight in grams 


511+480 


1986 + 509 


TABLE VI. 


Other diseases present (30 autopsies): 


Disease 


Tuberculosis (active) 
Tuberculosis (Healed) 
Herpes zoster 
Influenza-pneumonia 
Treated lues 

Bladder carcinoma 
Diabetes 

Rheumatic heart 
Uleer (perforated) 


Percentage 
10 


cases 


7 
10 
10 


‘ 


3 
3 


et et et DN CO Co ND CO 


3 
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disease are clearly increased when considering 
the paragranuloma and sarcoma variants. 

The detailed structural and cytological varia- 
tions found in the lymph nodes of cases of Hodg- 
kin’s disease were considered and correlated 
with the clinical findings. Certain trends were 
detected. Necrosis and the often associated poly- 
morphonuclear leukocytic infiltration were not 
related to past x-ray therapy (six months or 
more before) but did occur in patients who sub- 
sequently showed a clearly decreased survival 
time. The occurrence of fibrosis was more of an 
independent characteristic of the tumor process 
than a reaction due to x-ray therapy. The de- 
cree of fibrosis did not correlate with varia- 
tions in the survival time. The fibrosis that 
was present frequently had a peculiar concentric 
peri-vascular arrangement. Invasion of the cap- 
sule which was present in 25 per cent of the 
cases was not associated with evidence of any 
greater activity of the disease. 

Cytologically, the frequently abundant eosino- 
phils could not be related to clinical character- 
istics, nor could the Sternberg-Reed giant cells. 
Langhans’ giant cells were rarely seen in the 
absence of tuberculosis. 

Serial passage of filtered lymph node tissue 
from cases of Hodgkin’s disease in embryonated 
chicken eggs revealed a greater egg mortality. 
These data are all supportive evidence for the 
presence of a possible viral agent. The cultures 
of the lymph node of Hodgkin’s disease and 
control tissues revealed bacteria of various types 
(but not Brucella) in about 50 per cent of the 
lymph nodes. 
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The interchange of Hodgkin’s disease with 
other types of the malignant lymphoma was 
noted only two times in this series. In both in- 
stances the Hodgkin’s disease picture was pre- 
ceeded by the pattern of a giant follieular 
lymphoma. Neither lived longer than the aver- 
age Hodgkin’s disease life expectancy. Two of 
the Hodgkin’s granulomas were sarcoma at thie 
time of the autopsy. 

The material from 30 necropsies for Hodgkin's 


disease was tabulated. The organ distribution 


was characteristic. The ineidence of bone in- 


volvement (75%) 


greater with a more systematic survey. Even at 
autopsy 68 per cent of the spleens and 21 per 
eent of the livers had weights within normal 
limits. Tuberculosis was present in 17 per cent 
of the autopsies, and occasionally produced con- 
fusing lesions associated with the Hodgkin's 
disease process. 
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HEREDITARY HEMORRHAGIC TELANGIECTASIA 
AND RUTIN 


JOSEPH P. SPRINGER, M. D. 
and 
FREDERICK A. SHANNON, M. D. 
Phoenix, Arizona 


TZ USHLIN' in 1946 and Cape and Grover? in 
4% 1948 have each reported a case of heredi- 
tary hemorrhagic telangiectasia in whieh rutin 
appears to have been beneficial. We wish to add 
a third case and also to draw attention to ab- 
normal liver function tests found in our patient. 
A review of the literature reveals a paucity of 


From the St. Joseph’s Hospital Medical Service of Dr. Robert 
8. Flinn. 


information concerning the role of the liver 
in this disease although normal prothrombin 
times*:* have been mentioned and Gitlow and 
Frosch® have reported a fatal case which at ne- 
cropsy revealed no hepatie abnormalities. 
Hereditary hemorrhagic telangiectasia is 4 
well established clinical entity although some. 
what uncommon. Hereditary epistaxis was de- 
scribed by Babington® in 1865 and by Rendu’ in 
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1396 who recognized the pathology. Sir William 
Osler* * effectively publicised it to the profes- 
sion early in the Twentieth Century. Since 1931 
it has been summarized several times, notably 
by Goldstein” in 1931, Hauser™ in 1934, Stock 
in 1944 and Barrock™ again in 1944. The names 
of Rendu and Osler are most frequently associ- 
ated with the condition and hence the term Os- 
ler’s disease or Rendu-Osler disease. 


The accepted diagnostic criteria are: (1) an 
hereditary tendency, (2) visible typical telangi- 
ectasia, and (3) a tendency to bleed from these 
lesions. A normal clot retraction, platelet count, 
tourniquet test, bleeding time and clotting time 
are usually considered essential. 


The one etiologic factor of any importance is 
heredity. At least 80% of cases have antecedents 
with the disease. There is no sex linkage, the 
disease being transmitted as a Mendelian dom- 
inant equally in both sexes. There is a decreas- 
ing severity in succeeding descendency rarely 
affecting more than five or six generations of 
the same family. 


Pathologically, the lesions consist of dilated 
capillaries, both venules and arterioles. The 
walls of the vessels are very thin, often consist- 
ing of only a single layer of endothelium cov- 
ered by a very thin epidermis.'* The muscular 
and elastic layers of the vessels are conspicuous- 
ly deficient.’ A lesion often disappears after 
bleeding due to thrombosis. The most common 
sites of lesions are the naso-oral cavities usually 
Kiesselbach’s triangle and the inferior surface 
of the tongue. Frequent additional sites are the 
ears, face, scalp, conjunctivae, fingers and ocea- 
sionally toes. The lesions may occur anywhere 
in the gastro-intestinal tract'’ and have been 
described in the brain, liver, spleen, kidneys and 
uterus. The latter locations have a more serious 
prognostic significance and patients with the 
disease should always be considered as potential 
internal bleeders. 


Treatment has been unsatisfactory. It has 
usually been directed toward destruction of the 
lesions, transfusions and general symptomatic 
eare. The usual regimen consists of : 


1—Mechanical nasal packs. 
2—Snake venom (Agkistrodon, Crotalus, Vi- 
pera and Notechis) 
3—Loeal: a Radium and X-ray. 
b Thermal - galvanocautery 
electrocoagulation. 


and 


ARIZONA MEDICINE 25 


Chemical - chromic acid beads, 
carbon dioxide snow and urethane 
solutions. 
d Surgical - sub-mucous resection. 
4—-Blood transtusions. 
5—Symptomatie - iron, calcium gluconate, 
vitamin K and vitamin C. 

Rutin, in view of the reported successes" * 
should perhaps be added to the list. Certainly it 
is deserving of further trial. Chemically, it is a 
glucoside derived from certain plants, notably 
buckwheat leaf. It is closely related to ascorbic 
acid, is non-toxic in man and has been found in 
preliminary trials to increase capillary resist- 
ance in a number of hemorrhagic conditions. 
One report'® has indicated its efficacy in reduc- 
ing the incidence of hemorrhage in hypertension, 
the capillary fragility in drug reactions and the 
bleeding tendency in other poorly defined hem- 
orrhagic states.”° 

The prognosis as to longevity in hereditary 
hemorrhagic telangiectasia is generally good al- 
though an oceasional victim succumbs to hemor- 
rhage. Mortality is estimated at four per cent 
and of these more than half approach the bibli- 
cal ‘‘three score and ten.’’ 


REPORT OF CASE 

H. D., a 65 year old white male of mid-Euro- 
pean extraction entered St. Joseph’s Hospital 
November 8, 1948 with the presenting complaint 
of ‘‘nosebleeds.’” From infancy until age 35 he 
had almost daily nosebleeds, none severe and 
usually stopping spontaneously after a few min- 
utes. They occurred spontaneously or with 
trauma. 

After the age of 35 the nosebleeds became 
more severe. In 1936, at the age of 54, a series 
of cauterizations of the nose were done which 
gave no relief. In 1938, several injections of 
‘*moceasin snake venom’’ were tried without re- 
lief. Shortly thereafter, vitamin K was also 
tried with similar results. From 1943 to 1945 
the patient had four widely spaced episodes of 
bright red bloody vomiting. The emesis was on 
each occasion followed by passage of dark red 
blood in stools. Peptie ulcer was suspected but 
never proven. Since 1946, the epistaxis con- 
tinued almost daily until April 1948. In April, 
he was started on rutin, 60 mg. daily and ascorbic 
acid, 100 mg. daily. Both were soon increased 
to 100 mg. three times a day. Since that time 
there has been a generalized improvement char- 
acterized by increased strength and energy, 
marked decrease in number and severity of the 
nosebleeds and a greatly reduced number of 
‘*red spots on hands and face.’’ He still has 
spontaneous epistaxis with considerable loss of 
blood occasionally but is generally enthusiastic 
about rutin. For about one and one-half years 
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before beginning rutin therapy the patient had 
been unable to work because of general debiilty. 
However, since August 1948 he has been work- 
ing regularly without distress. 

Past medical history was not significant. 

Family history revealed that his father died 
at 62 from an indefinite cause but was a ‘‘bleed- 
er.’’ His mother died at 60 from heart disease. 
One brother died at 69 from ‘‘bleeding.’’ One pa- 
ternal uncle was a ‘‘bleeder.’’ Two other broth- 
ers are living and well at 70 and 72. Two sisters 
ave living and well and each has one son who is 
a ‘‘bleeder.’’ The patient was careful to specify 
that by ‘‘bleeder’’ he meant frequent nose 
bleeds. 

Pertinent physical findings revealed a well 
developed and nourished, somewhat pale male 
of stated age 65 in no distress. His skin was gen- 
erally pale, dry and warm; it was stigmatized 
by several small, round, purple, spider-like, 
raised spots on both ears, cheeks, finger tips and 
upper thorax anteriorly which blanched with 
pressure. There were similar telangiectatic le- 
sions in Kiesselbach’s triangle of the nose and 
also on the inferior margin of the tip of the 
tongue. The abdomen was not remarkable ex- 
cept for the liver, which extended 3 em. beneath 
the right costal margin and was smooth, slightly 
tender and with a rounded edge. 

Laboratory: 

1—Urine: normal 

2—CBC: 8.5 Gm. Hb., 4,100,000 RBCs, 
6200 WBCs with a normal differential 
distribution. 

3—Coagulation time 3 minutes. 

4—Bleeding time 1 minute. 

5—Platelets, 150,000/Cu mm. 

6—Prothrombin time 100%. 

7—Bromsulphthalien test showed 45% re- 
tention after 30 minutes. 

8—Cephalin-cholesterol flocculation was two 
plus at 24 hours and three plus at 48 
hours. 
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9—Hippuric acid test was 87 milligrams 


elimination. 
10—Rumpel-Leed test showed an absence of 
petechiae after 15 minutes. 


COMMENT 

A brief review of the literature concerning 
hereditary hemorrhagic telangiectasia is re- 
ported together with the use of rutin as a pos. 
sible therapeutic agent. A case is summarized 
describing the course of the disease before and 
after the use of rutin. Mention is made of the 
apparent hepatic dysfunction existing in this 
patient. It is hoped that interest will be stim- 
ulated for additional trails of rutin and attempts 
made to correlate liver function with the disease. 
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ACUTE INFECTIOUS LYMPHOCYTOSIS 


Report of Four Cases in a Family 
H. W. CALDWELL, M. D. 
R. D. SHUPE, M. D. 


Phoenix, Arizona 


AUL and Bunnell' in 1932 deseribed the 

heterophile agglutination test which, when 
positive, is practically diagnostic of Infectious 
Mononucleosis. Occasionally patients are seen 
who fail to develop high titers of heterophile 
agglutinins in the blood, although the blood 
studies’ otherwise and the benign course of the 


illness suggest Infectious Mononucleosis. Many 


of these cases fall into the disease pattern of 
Infectious Lymphocytosis, as described first by 
Smith in 1941. In his publication the distinguish- 
ing features were pointed out which separated 
this disease from Infectious Mononucleosis*. This 
differentiation is still not too widely appreciated 
or recognized. 

The blood findings of aeute Infectious Lymph- 
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ocytosis, when accompanied by extreme elevation 
of the lymphocytes and a negative Paul-Bunnell 
reaction, may be temporarily contused with the 
blood picture of chronic lymphatic leukemia. 
Meyer® has clearly summarized the comparative 
features of these diseases. 

The symptom complex of the disease has usual- 
ly been deseribed as being mild and consisting 
of pallor, fever, irritability, and at times para- 
umbilical pain and mild joint discomfort. Skin 
rashes, jaundice, splenomalgy, pharyngitis, and 
lvmphadenopathy are not usually observed in 
Infeetious Lymphocytosis. Thelander’s and 
Shaw’s* report indicates that the central nervous 
system may at times be involved. Two of their 
patients had elevated lymphocyte counts in the 
spinal fluid (40 and 70 cells). These patients 
had fever, convulsions, and muscular twitchings. 
No fatal cases of Infeetious Lymphocytosis have 
been reported. The treatment to date is purely 
symptomatic. 

The total leukocyte count in the peripheral 
blood varies markedly ; from 20,000 to 120,000 
per e.mm. The lymphocytes are small or mod- 
erate in size; and, unlike the cells in Infectious 
Mononucleosis, there are few or no fenestrations 
to be seen in the nucleus. The cytoplasm takes 
basophilic stain and is without the ‘‘foamy’’ ap- 
pearance of the ‘‘typical cells’’ of Infectious 
Mononueleosis. The number of eosinophils, un- 
like Infectious Mononucleosis, may be increased 
in number early and during the course of the 
disease. The blood findings usually return to 
normal within two to eight weeks. Bone marrow 
studies, in the typical cases reported by Smith, 
have revealed 30 to 43 per cent of the nucleated 
cells to be lymphocytes* °. 

The infectious nature of the disease is empha- 
sized by the reporting of four cases that occurred 
simultaneously in four of five siblings. This 
family lived on a comparatively isolated farm. 


CASE No. I. 


A female, aged 11 years, was seen by one of 
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us (R. 8.) on the 22nd of May 1947. She com- 
plained of generalized abdominal pain which 
had been present, intermittently, for two or 
three weeks. The pain was vaguely localized in 
the lower abdomen at the onset of her illness, 
but later became more intense under the left an- 
terior costal margin. At the onset of her illness 
she experienced some mild nausea, but no vomit- 
ing. During the preceding ten days she had ex- 
pelled five to six formed stools each day. The 
stools were normal in eolor, without blood. 
There were no other complaints except for a 
mild generalized headache and a cough of one 
week’s duration. There had been no skin rash or 
sore throat. She remained active during her ill- 
ness and was never confined to bed. Past history 
of childhood diseases consisted of chicken pox 
and measles. She had not been exposed to or 
had pertussis. 

Examination revealed a rather pale, well- 
developed and well-nourished child whose tem- 
perature was 99°F. The skin was clear, and 
there was no local or generalized lymphaden- 
there was n olocal or generalized lymphaden- 
opathy. Eye examination revealed normal extra- 
ocular motions; the’ pupils were round and 
equal, and reacted actively to light and accom- 
modation. The ocular fundi were normal. The 
mouth, gums, and pharynx appeared to be nor- 
mal. The heart and lungs were normal. The ab- 
domen was normal in contour; the liver and 
spleen could not be palpated. There were no 
localized areas of tenderness or muscular spasm. 
The extremities were normal, and the reflexes 
were equal and active. 

The blood Kline reaction was normal. The 
urine was normal. Examination of the stool was 
negative for blood ; giardia lambia ova were pres- 
ent. The blood studies are outlined in Fig. I. 

The other children in the family and both 


parents were then examined. 


CASE No. Il. 

M. J., Male, aged 4 years, was examined on 
the 14th of May, 1947. His mother said he had 
complained of abdominal pain that had been 
present off and on for three or four weeks. The 
pain was chiefly in the mid-abdomen. Nausea 
and vomiting was absent. For a week he had 
passed an occasional liquid stool, but no blood. 
Ile had not had fever, sore throat, or skin rash. 
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It will be noted that the eosinophil count returned to normal as the disease subsided. 
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Past infections included measles and chicken 
pox, but not pertussis. 

Physical examination revealed a pale child 
with clear skin. The temperature was 98.4°F. 
There were a few small non-tender, firm, pos- 
terior cervical and axillary lymph nodes. The 
teeth, gums, and pharangeal wall appeared to be 
normal. The heart and lungs were normal. The 
abdomen was normal in contour. The spleen and 
liver were not palpable ; and local tenderness and 
spasm were absent. The extremities, genitalia, 
and rectum were normal. 

Laboratory examination: The blood Kline re- 
action was normal. Urinalysis: The urine was 
normal. The stool contained giardia lambia ova, 
but was negative for blood. The blood findings 
are outlined in Figure II. 


CASE No. III. 

A. J., female, aged 9 years, was examined on 
May 22, 1947. She had complained of vague ab- 
dominal pain and some pain in the right knee 
for one week. The abdominal pain was chiefiy 
limited to the right upper quadrant, along the 
costal margin. Nausea, vomiting, and diarrhea 
were not present. 

Over the same period of time she had experi- 
enced a mild cold without fever. The knee had 
never become swollen or tender to touch, but she 
had complained of aching in the joint after the 
day ’s activities. 

Her past history was irrevelent. She had had 
chicken pox and measles, but she had not had 
pertussis. 

Physical examination revealed a fairly well- 
developed and _ well-nourished child without 
acute distress. The skin was clear and of normal 
color. The lymph nodes were not enlarged. The 
temperature was 99°F. The pharyngeal wall 
appeared to be normal. The eyes and nose were 
normal. The heart and lungs were normal. The 
abdomen was normal in contour and not tender. 
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The liver and spleen were not palpable. The 

genitalia and rectum were normal. The extremni- 

ties were normal. There was no limitation of 

motion. The knee joint was normal to inspection. 

The blood findings are outlined in Figure II|. 
CASE No. LV. 

P. J., female, aged 2 years, was examined on 
May 16, 1947. Her mother stated that for the 
past one to two weeks she had occasionally com- 
plained of abdominal pain, without nausea, vom- 
iting or diarrhea. She had not complained of a 
sore throat, and appeared otherwise to be in good 
health. She had had none of the usual child- 
hood diseases. 

Physical examination revealed a normally well- 
developed and well-nourished child without ab- 
normalities. The temperature was 98.6°F. Com- 
plete physical examination was normal. The 
liver and spleen could not be felt, and there was 
no enlargment of the peripheral lymph nodes. 

Laboratory examination: The blood Kline re- 
action was normal. The urine and stool were 
normal. Occasional WBCs were in the urinary 
sediment. Stool specimen was negative for blood 
and parasites. The blood examination revealed 
the findings outlined in Figure IV. 

DISCUSSION 

The blood smears of these patients were exam- 
ined by Dr. William Dameshek, who felt that in 
view of the doubtfully positive heterphile ag- 
glutinations the disease represented was prob- 
ably Infectious Lymphoeytosis®. 

The mother, aged 37 years; the father, aged 40 
years, and a child, aged 4 years, had blood counts 
made while the other members of the family 
were ill, and their blood studies were normal on 
two separate occasions. 

Finucane and Philips’ in reporting twenty-one 
eases point out that the two sexes are about 
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equally affected with this disease. They believed 
that a Paul-Bunnell reaction with a titer of 1.56 
to 1:112 are questionably positive, while reac- 
tions of 1:160 and over are definitely positive 
for Infeetious Mononucleosis. One of our pa- 
tients, Case I, had a doubtful reaction (1:112). 
It would appear unlikely that both diseases are 
represented in this series, and we feel they are 
best explained by Infectious Lymphocytosis. The 
following features help to differentiate the dis- 
ease presented: the extreme elevation of the 
white cell count; the increase in the eosinophil 
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eount; and the absence of fenestrated nucleus 
and ‘‘foamy’’ cytoplasm seen in Infectious Mon- 
onucleosis. Clinically the absense of spleno- 
megaly, pharyngitis, and lymphadenopathy help 
to establish the diagnosis. 

Elevations of the lymphocyte count to the de- 
often seen in this may 
chronie lymphatic leukemia, especially in the 
presence of a negative heterophil antibody test. 
Therefore, other children in the family, even 
those that appear normal, should have blood 
studies made to determine the presence of Infec- 
tious Lymphocytosis. This precaution will at 


gree disease suggest 
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times aid in the proper diagnosis and prevent 
unnecessary anxiety. 

The low hemoglobin and red blood cell count 
present in each of these cases, we feel, were not 
greatly altered from the normal variations of 
children.* These patients were not treated, and 
the hemoglobin determinations remained about 
the same in all cases over the period of this 
study. 

SUMMARY 
. Four of five children in one family present- 
ed the blood picture of Infectious Lympho- 
cytosis. 
The contagious nature of this disease may 
at times aid in the differentiation of this 
disease from lymphatie leukemia. 
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Arizona Medical Problems 


CONSULTATION 





ARIZONA MEDICINE again presents an 
unsolved and difficult case from the prac- 
tice of Arizona physicians, with the Case- 
Analysis and comments of a specially-chosen 
and nationally-known Consultant. 

Any physician who has an undiagnosed 
case which has defied other methods of solu- 
tion may send it for consideration. The case 
should be completely worked up, but an ed- 
itor will help compose the report. When- 
ever the need for an answer is urgent, the 
Consultant’s reply will be sent direct to the 
submitting physician, before publication. 

Please send communications and data to 
Dr. W. H. Oatway, Jr., 123 S. Stone Avenue, 
Tucson, Arizona, or care of The Editor, Ari- 
zona Medicine. 











The eurrent case is one of interest to general 


AND CASE ANALYSIS 


practitioners, internists, chest specialists, and 
thoracie surgeons. It presents the modern diag- 
nosis and management of spontaneous pneumo 
thorax. 

This case was sent to Arizona by a surgeon in 
the mid-west, and it was returned to him later 
for care. By chance this surgeon happens to be 
a prime authority on management of such cases, 
and the use of poudrage therapy. By intent we 
have asked him to diseuss this ease, his handling 
of the problem, and the condition in general. 

The CONSULTANT is Dr. John D. Steele of 
Milwaukee, Wisconsin. 

Dr. Steele is Thoracic Surgeon for the Mil- 
waukee County Sanatorium; Assistant Clinical 
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Professor of Surgery at Marquette University ; 
and Consultant in Thoracic Surgery for the 
Veteran’s Administration Hospital at Wood, 
as well as for several regional county sanatoria. 

He is a member of the American Association 
for Thoracic Surgery and the American College 
of Surgeons. He is currently president of the 
Mississippi Valley Trudeau Society, a former 
vice-president of the American Trudeau Soci- 
ety, and chairman of the potent committee on 
Therapy for the latter group. He is a diplomate 
of the Board of Thoracic Surgery. 

Dr. Steele is known to many Arizonans, hav- 
ing visited here*often and having addressed the 
charter meeting of the Arizona Trudeau Society 
in 1946. 

aw e * 
CASE NUMBER XVII 

The patient is a white male aged 70 years. He 
was sent to southern Arizona to avoid the rigors 
of a Wisconsin winter, and arrived during Decem- 
ber. 

The chief complaints were dyspnea, symptoms 
of chronic bronchitis, the fear of recurring spon- 
taneous pneumothoraces, and an acute grippe- 
like “cold” which had begun before he left the 
mid-west. 

The history of his present illness began about 
five years ago, when he abruptly became very 
short of breath, had pain in the left lower chest, 
and was found to have a spontaneous pneumo- 
thorax at the left apex and base. Symptoms of a 
chronic bronchitis began at that time and have 
persisted since. 

The past medical history is mentioned at this 
point. He had pulmonary tuberculosis when a 
young man, but it had long since healed and 
ceased to give him any trouble. He had a gastric 
resection for ulcer in 1917, followed within a 
year by a gastro-enterostomy. His occupation has 
been that of an official in a manufacturing con- 
cern, and he has led a sedentary life. No perti- 
nent family history was recorded, and the patient 
did not use tobacco or alcohol. He did not know 
of any sputum or blood tests. 

Progress following the first spontaneous co!l- 
lapse included a slow re-expansion of the left 
lung, and occasional episodes of pleurisy in the 
next few years. A year ago, in May the patient 
had a sudden attack of dyspnea and pain in the 
left chest, and Dr. Steele was called. The patient 
was found to be shocked and very cyanotic, and 
there were signs of a pneumothorax at the léft 
base. A needle was inserted, and air (under posi- 
tive pressure) was allowed: to escape. He was 
taken to a hospital, where he had a stormy con- 
valescence, due to the dyspnea which was aggra- 
vated by even a small residual pneumothorax. 
Repeated decompressions were required over a 
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period of several weeks, using a needle inserte«| 
into the chest through a rubber plaque, and at- 
tached by tubing to a water-seal bottle. The smal] 
fistula finally closed and the lung expanded com- 
pletely. 

Three months later another left basal pneumo- 
thorax occurred, and the lung re-expanded after 
only one decompression. Two similar episodes 
occurred, however, during the following month, 
with response to deflation as before. 

The condition then remained stable for the 
next two months and it was decided to have the 
patient go to Arizona to avoid the effects of 
acute respiratory infections, which had already 
begun with the winter weather. His case-report 
and suggestions were sent ahead, and care wis 
arranged for him in several cities along the route 
in the event that he had trouble on the trai 

On his arrival in Tucson it was found that he 
had a subsiding acute bronchitis, with mild 
cough, expectoration of 2 teaspoonsful of muco- 
purulent sputum each morning, and moderate 
dyspnea and wheezing. He had no fever, there 
had been no pain in the chest for weeks and he 
had no sinus infection. He had a mild anorexia, 
was 20 pounds underweight, but there was no 
other systemic complaint. He was thin (115 
pounds); the BP was 145/85; the pulse was 
100/min; the nail-beds were quite cyanotic; the 
chest was emphysematous in contouf and mobil- 
ity; and there were no rales or friction-rubs. A 
blood count found 3,940,000 RBC., and 11 gm. 
(80%) of Hb. 

X-rays of the chest, taken during the previous 
6 months, showed a notable pulmonary emphy- 
sema; numerous old fibrous scars and calcifica- 
tions in the upper half of each lung field; and a 
dilated ascending aorta with aortic sclerosis, 
There was no pneumotnorax present. Fluoro- 
scopy showed no new finding except a tenting 
of the right diaphragm, and confirmed the ab- 
sence of any intra-pleural air or fluid. 

It was decided to observe the patient, to con- 
tinue use of KI he had been taking, and to keep 
oxygen and a sedative-expectorant mixture at 
hand for PRN usage. 

Two weeks later the patient developed a fever 
of 100 degrees, an increased dyspnea and cyano- 
sis, pain in the right lateral chest area, purulent 
sputum which contained pink and rusty clots, 
and a few fine rales at both posterior lung bases. 
He was sent to the hospital, and oxygen and sulfa- 
merazine were prescribed. An x-ray of the chest 
showed an odd, fibrous-appearing peribronchial 
pneumonia extending from the right hilum to the 
base. During the next few days, a pocket of pneu- 
mothorax appeared above the dome of the (ia- 
phragm medially, and a fluid level was seen 
when he was fluoroscoped. 

Evidences of infection cleared rapidly, but he 
required oxygen much of the time for 10 days 
and a pocket of air (similar to a pleural bleb) 
persisted at the time of his discharge to a rest- 
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home. There was a to-and-fro friction-rub at the 
anterior right base, and medium-coarse rales and 
rhonchi were heard at the right base and hilum. 
Sulfamerazine, an ephedrine compound, a liver 
and iron compound, and oxygen (PRN) were con- 
tinued. The pneumothorax area became solid to 
percussion (fluid), he gained 12 pounds, and his 
blood count improved. 

During the next six weeks the patient had 
two episodes of right basal pain, but improved in 
general and was able to take short walks. Fol- 
lowing one walk he had pain at the left lung 
base, but there were no other symptoms; fluoros- 
copy showed the lungs to be similar to the last 
hospital x-ray, with a residual truncal accentua- 
tion, a pleural fibrosis, and the “bleb” at the 
right base. 

He returned to Milwaukee after four months 
in Arizona. It was later heard that a month or 
so after his return he had had several episodes 
of left basal spontaneous pneumothorax, and that 
an attempt was to be made to produce pleural 
symphysis. 

QUESTIONS 

1. What therapy was used later in this case? 
Was it effective? 

. What are the usual causes of spontaneous 
pneumothorax at various ages? 

What was the cause-in this case? 

3. What are the methods of producing oblitera- 
tion of the pleural space? Which is most 
effective? 

M. D., Tucson 


CASE-ANALYSIS AND ANSWERS 
BY DR. STEELE 

l. The therapy which was used in the ease of 
this elderly man was an obliteration of his left 
pleural space by the use of poudrage, as will be 
described. There had been a frequent recur- 
rence of the spontaneous pneumothoraces, and 
any amount of collapse had produced an uncom- 
fortable and dangerous limitation of his respira- 
tory function, due to the emphysema and fi- 
brosis. 

The procedure was effective, in that he had 
no further recurrences. He died three years 
later in California, at the age of 74 years, but 
the exact cause is unknown. 

2. There are several causes of spontaneous 
pneumothorar. In the younger age groups, the 
most common cause of a spontaneous pneumo- 
thorax is a congenital weakness of the periphery 
of the lung. A series of alveoli rupture and the 
air collects beneath the visceral pleura forming 
ableb. When this bleb ruptures, the air escapes 
into the pleural cavity. The next most common 
cause is pulmonary tuberculosis. Another less 
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frequent cause: localized obstructive emphy- 
sema due to a foreign body such as a piece of 
peanut. In the older groups, the most frequent 
cause is the rupture of an emphysematous bulla, 
This was the cause in the present case. 

3. Many agents have been used erperimental- 
ly and clinically in attempts to obliterate the 
pleural cavity by the production of adhesions. 
My own experience has been limited to the fol- 
lowing: blood, saturated glucosa solutions, tale 
suspensions in distilled water, insufflation of 
plain and iodized tale. 
suspensions were found to be unsatisfactory, as 


Blood, glucose and tale 


our results with them were far from uniform. 
Tale insufflations were found to give uniform- 
ly good results if sufficient powder was used 
(8 to 10 gm.). The addition of iodine to the 
tale has been considered unnecessary. 

Three 
available: 


methods of powder insufflation are 


(a) Insufflation through a large bore needle 
with a powder atomizer. 
This is useful when the pneumothorax 
space is small. 
Introduction of a thoracoscopic trocar 
and cannula into the pneumothorax space 
under local anesthesia and insufflation of 
powder through a catheter. This has the 
advantage of allowing inspection of the 
surface of the lung prior to insufflation, 
and inspection following insufflation to 
insure even distribution of the powder. 
Thoracotomy under general anesthesia 
with the removal of a small segment of 
rib. The advantages of this method are: 
first, freedom from pain which is often 
severe as soon as the insufflation is start- 
ed; second, the surgeon has the oppor- 
tunity to rub the parietal pleura with 
dry gauze which, in itself is a satisfac- 
tory method of producing pleural adhe- 
sions;.and, third, inflation of the lung 
by the anesthetist 
the procedure so as to bring the pleural 


at the conclusion of 
surfaces into apposition. We now prefer 
this method when not contraindicated 

Before using any method of powder insuffla- 
tion, it is essential that the lung be fully e.- 
panded, indicating closure of the broncho-pleu- 
ral fistula. The reason for this is that it is essen- 
tial after powder insufflation that the pleural 
surfaces be brought into immediate apposition 
—otherwise obliteration of the pleural cavity 
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will not be effected. In methods (a) and (b) it 
is necessary that a preliminary artificial pneu- 
mothorax be induced prior to insufflation. In 
method (¢) this is not necessary. 

4. In the case which has been described, a 
needle was inserted into the pleural cavity and 
a small pneumothorax induced. Even this small 
pneumothorax produced considerable dyspnoea 
as the patient's respiratory reserve was extreme- 
lv low. A larger needle was immediately intro- 
duced and about 3 grams of tale insufflated into 
the pleural cavity. All air was immediately 
withdrawn. As is the rule in this type of pro- 
cedure, the patient experienced considerable 
pain for 24 hours but had no other reaction. 

It should be emphasized that obliteration of 
the pleural cavity is not advocated in every 
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spontaneous pneumothorar, but only in those 
which cause considerable disability due to reeur- 
reneces. It should also be re-emphasized that 
poudrage is not a treatment for non-expanded 
lungs following spontaneous pneumothorax bit 
is used only to prevent recurrences.. The treat- 
ment of non-expanded lungs is another subject 
entirely and often consists of the excision of 
the broncho-pleural fistula or lobectomy. 


John D. Steele, M. D., 
1705 W. Wisconsin Avenue 
Milwaukee (3), Wisconsin 


(Note :-—Dr. Steele’s report on poudrage aid 
obliteration methods appeared as follows: ** Pro- 
duction of Pleural Adhesions for Therapeutic 
Purposes,’’ American Review of Tuberculosis, 
55 :299, October, 1947.) 
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Poliomyelitis 

and one needs to re- 
general, 
but 
seen in teen-agers and adults 


Comes summer and fall, 
call the picture of poliomyelitis. In 
children are still most commonly affected, 
more 
than formerly. Many people have the subclini- 
cal type of infection; in some the recognizable 
disease occurs; but very few develop paralysis, 
or die. No more definite than in 1948 is the 


cases are 


method of spread, a protective vaccine, or a 
specific therapy. 

Three stages of the clinical picture may be 
noted,—(1) the systemic phase begins after an 
incubation period averaging 3 to 10 days. The 
symptoms are those of an acute, moderate, gen- 
eral infection, with headache (frontal), nausea, 
an unstable colon, fever (100-101 degrees), mild 
pharyngitis ; they last 24 to 36 hours. Any diag- 
nosis in this stage is presumptive, and can only 
be based on a history of contact. Most patients 
(about 80 per cent) have no further symptoms. 


(2) About 20 per cent of those infected pro- 
gress, after a lag period of 2 to 4 days, to the 
central nervous system phase. The same symp- 
toms recur, though slightly accentuated, and in 
addition one sees drowsiness, irritability, emesis, 
anxiety, sweating on the face and neck, and hy- 
peresthesia of the skin as evidence of the early 
CNS stage. Progression to a late CNS phase 
is indicated by ‘‘stiff neck,’’ the ‘‘spine sign,”’ 
‘*head drop,’’ and tremors in the extremities. 

(3) The third phase is paralytic, with some 
degree of weakness and some amount of flaccid 
paralysis of one or more muscles or muscle 
groups. Pain and spasm are inconstant. 

In many patients the systemic phase is not 
noted, and the illness begins with the CNS phase. 
In a few patients the first evidence of illness is 
the paralytic phase. 

The clinical types of poliomyelitis are the non- 
paralytic (including the abortive), and the para- 
lytie, which is subdivided into spinal, bulbar, 
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spinobulbar, and the less common encephalitie, 
meningitic, and cerebellar types. 

Lumbar puncture is of value in the late CNS 
stage; an earlier puncture may obscure subse- 
quent spinal fluid findings. Pressure is normal 
or increased; the fluid may be clear or hazy 
(depending on the cell count); cells usually 
renge between 15 and 500; the early cells are 
PMN lencocytes, the late cells are lymphocytes ; 
protein is somewhat elevated (above the 15 to 
45 Mgm. normal); sugar is normal (50 to 80 
Mem.) ; bacterial studies are negative. 

Unless a general practitioner has special 
training in diagnosis and care of the disease, 
everyone concerned will usually profit by a 
consultation with a skilled internist or ortho- 
pedist—and quickly. The Arizona polio season 
usually reaches its peak in late summer and 
early fall—the latest season, along with Cali- 
fornia, of any area in the United States. 

To mix a metaphor, let us hope that our eyes 
are alert and our wicks are trimmed. 





A. M. A. Educational Campaign 

During the planning and formative stages of 
the A.M.A. Educational Campaign, many indi- 
eations have been given that it is well planned 
and will be well executed. 

A few doctors have expressed disappointment 
that an immediate flood of publicity did not 
issue forth from Chicago, and that wide-scale 
advertisements did not appear in newspapers 
and on the radio. However, the fact that the 
campaign seems to be progressing slowly is evi- 
dence that every detail of the program has been 
meticulously studied, and that every organiza- 
tion which will participate in it has been as- 
signed an appropriate part in the coordinated 
whole. 

It would have been easy to produce a sudden 
flash of hastily manufactured propaganda. This 
would have had a sensational impact, but would 
not have had any lasting effect. 

The A.M.A. has very wisely adopted a sound- 
ly conceived plan which will move comparative- 
ly slowly, but because of this will be the more 
powerful. Its effect will be non-sensational, and 
therefore long lasting. 

The literature and other items of campaign 
material which the A.M.A. is producing seems 
slow in making its appearance. One reason for 
this is that all the campaign writing is being 
checked and re-worked to produce the most 
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compact and highest quality material possible. 
A second reason is that all of it is being pro- 
Most of the 
printing orders add up to many millions of 


duced in lots of tremendous size. 


copies. 

Early in the campaign the fundamental plan 
was announced by the A.M.A. to the component 
state associations. This has allowed the state 
and county societies to develop their own pro- 
grams in such a way as to dovetail into and 
complement the national campaign. 

The A.M.A. campaign has been set up and 
planned with two major characteristies. 

First, it has been stressed from the beginning 
that it is an affirmative campaign. 
that health insurance 
produce poor medicine. The public should be 
told this and should be told why. However, the 
best way to prevent the adoption of compulsory 
insurance is to offer something better. Sound 
voluntary health insurance is the answer. 

The 12-point program of the A.M.A. is anoth- 
er part of the affirmative approach which has 
been used in the campaign. 

Most of the A.M.A. 12-point proposals, and 
voluntary insurance, are part of a gradually de- 
veloped A.M.A. plan for the improvement of 
The fact that federal health in- 
surance has become a political issue has high- 
lighted the A.M.A. program, and the educa- 
tional campaign will highlight it even more. 


Doctors 


know compulsory will 


medical care. 


The assignment of high priority to the affirm- 
ative aspects of the plan is especially fortunate. 
Achievement of these objectives will not only 
defeat the drive for compulsory insurance this 
year, but also will make less likely the instiga- 
tion and chances of success of future moves to- 
ward socialized medicine. 

Secondly, the A.M.A. campaign has been de- 
signed as a broad, public campaign. 

One advantage of the widespread publicity 
which has resulted from A.M.A. announcements 
has been that a large number of lay people who 
are interested in free practice of medicine have 
been aroused and have become aware of the 
seriousness of the situation. 


The A.M.A. campaign will continue to inform 


the people concerning the dangers of state medi- 
At the same time they will be informed 


eine. 
concerning the advantages of the plan which the 
medical profession is sponsoring. 

Public opinion polls which have been reported 
in the daily press indicate that a large propor- 
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tion of the people, when asked to state their 


views on socialized medicine and government 
health insurance, answer by saying that they do 
not know enough about the question to have an 
opinion. The need for stating facts through a 
widespread educational campaign is very evi- 


dent. 
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If the people are acquainted with the type of 
medical care which is offered by government 
medicine; if they are cognizant of its cost, and 
realize its effect on medical progress ; and if the) 
understand the of the A.M.A. pro 
gram for the improvement of medical service 
there can be no doubt as to the outcome. 


rationale 
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REPORT OF THE DELEGATE 


House of Delegates, American Medical 
Association, June 6-10, 1949 


(Continued from July Issue of Journal) 

In addition to the usual routine employed by 
the House of Delegates in the dispatch of its 
business, that of receiving reports from its Offi- 
cers, Board of Directors, Councils and Commit- 
tees, the election of Officers, making necessary 
changes in the Constitution and By-Laws of 
the A. M. A., or the Code of Ethics when deemed 
advisable, it receives and considers many reso- 
lutions. Often these refer to the ramifications 
and problems in present day socio-economics of 
medical practice. 

For instance, at this Session, the House am- 
plified the A.M.A. twelve point program to in- 
clude specifie details relative to financial aid to 
medical schools, in which it said in part: ‘‘ The 
A.M.A. would prefer to see medical schools re- 
ceive the support they require. from private 
philanthropy or local public funds. Unless and 
until such support is provided, it may be neces- 
sary for some medical schools to accept financial 
aid from the Federal Government. Such aid, 
however, must carry with it the assurance of 
freedom from political control... .”’ 

In connection with the expansion of the twelve 
point program also, the House made possible 
further emphasis upon the extension of volun- 
tary health programs, and set the 
machinery in motion for a doctor-layman con- 
ference to be held sometime this fall, calling 
in representatives from farm, labor and business 
groups for a full discussion of the ways and 


insurance 


means to attain an ultimate objective in the en- _ 


rolment of many more millions of our people 
in voluntary methods of protection against hos- 
pital and medical obligations. 

Another significant move was the adoption of 
a resolution which commands the Board of Tru:- 


tees to ‘‘Create a special committee, to be com 
posed of representatives of the Board of Trus 
tees, of the House of Delegates, and other Fe! 
lows of the A.M.A., whose function it shall b 
to arrange a conference with members of Con 
gress, with a view of developing legislation that 
would meet the objectives of the American Medi 
eal Association program in its efforts to solve 
the problem of making medical care more read 
ily accessible to the American People.’’ It is 
hoped that this Committee can help us cooperate 
with Government in fields of health care or pre- 
vention in which we all agree. An action com 
mittee of this sort should be able to call periodic 
conferences with Congressmen to develop health 


legislation which will incorporate some of the 

thinking developed by American Medicine. 
Perhaps the most important piece of construc 

tive legislation passed by the House was the 


adoption of a set of principles for medical 
societies to use in approving lay-sponsored medi 
eal care plans. The principles had been endorsed 
prior to the annual meeting with committees 
representing the Council on Medical Service, 
and officials of the Cooperative Health Federa- 
tion of America, including the co-ops, union, 
farm and community groups. It should be em- 
phasized that these twenty principles are not 
mandatory upon any state or county medical 
society, but should be used as a guide to these 
local organizations in determining the eligibility 
of any such plans for approval. 

By approving these principles also, the House 
of Delegates recognized that local areas may fin:! 
it necessary to make modifications in dealing 
with the medical or professional care of these 
groups, and that 
A.M.A. approval must first be endorsed by « 


any such plan requesting 
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State or County Medical Society. This set of 
principles should and will support the various 
medical societies in judging the acceptability of 
all lay-sponsored programs, as well as strength- 
ening their case when it becomes necessary to 
oppose unacceptable legislation as these groups 
endeavor to engage in the corporate practice of 
medicine through legislative channels. Above 
all, the principles will aid the medical societies 
in their efforts to protect the public who par- 
ticipate in these lay-sponsored plans. 

Among the twenty principles, the following 
five are predominant :— 

1. Any licensed physician (M.D.) in the com- 
munity who meets the plan’s professional stand- 
ards, and who wishes to participate shall be al- 
lowed to render professional care to the partici- 
pants. Within reasonable limits, plan members 
shall be given free choice of participating physi- 
cian. 

2. The membership of the governing body of 
the plan shall include representatives of the med- 
ical profession. 

3. The plan shall be non-profit, paying no 
dividends to beneficiaries, or others. 

4. The plan must provide each member with 
a written statement of the exact services to be 


provided, the conditions, exclusions, and dues 
to be paid. 

5. The plan shall comply with the A.M.A. 
Principles of Medical Ethies,—particularly with 
that section barring exploitation of the doctor’s 
services, ‘‘for the financial profit of the agency 
coneerned.,’”’ 


Other items of interest to the membership, 
concerning which definite action was taken in- 
cluded :-— 

1. Directed the Council on National Emerg- 
ency Medieal Service to draw up plans for the 
selection of ASTP and V-12 trained physicians, 
when and if it becomes clear to the Council 
that the essential requirements of the military 
medical services cannot be met through volun- 
tary enlistments. 

2. Expressed disapproval of the extension 
of so-called ‘‘Social Security’’ to self employed 
individuals, including physicians, as embodied 
in a piece of legislation now before Congress. 

3. Passed a resolution requesting the A.M.A. 
to seek amendment to the federal law on work- 
men’s compensation, to the effect that all cov- 
ered federal employees be granted free choice of 
physicians for injuries sustained in line of duty. 
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4. A resolution was introduced concerning 
the limitation of the Government of the United 
States’ activities in engaging in any business, 
professional, commercial or industrial enter- 
prises, in competition with its citizens, except as 
specified in the Constitution. The House of 
Delegates approved the resolution in spirit, real- 
izing, of course, the difficulties of its aecomplish- 
ment. 

do. The House gave endorsement to a pro- 
posed Code of Ethics to govern the World Medi- 
cal Association. This endorsement was in order 
since the A.M.A. is a member organization. 

6. Upon recommendation of the Council on 
Scientific Assembly, the House gave approval to 
the creation of a new Section, that of Section on 
Physical Medicine and Rehabilitation. 

7. A seat for a new Delegate was made. An 
invitation was extended to the newly created 
Department of Medicine and Surgery of the 
U. S. Air Corps to name one Delegate, to sit in 
the House with representatives of four other 
government agencies, namely, the Army Medi- 
cal Corps, the Navy, Veterans, and United 
States Public Health Service. 

8. Other matters disposed of at this Session 
included: the approval of additional changes in 
the A.M.A. Code of Ethics, in an attempt to re- 
move many of the ambiguities in the old Code; 
directed the Board of Trustees to study and 
find some practical methods of curtailing V. A. 
hospital earé for thousands of non-service con- 
nected cases now being admitted at tax payers’ 
expense, and endorsed recommendations dealing 
with the placement of graduates of foreign med- 
ical schools ; ordered the Council on Medical Ed- 
ucation and Hospitals to make a survey of all 
foreign school qualifications for recommenda- 
tion to all State Examining Boards. The House, 
furthermore, accepts certain recommendations 
of the Council which is attempting to solve 
the ‘‘interne and resident’’ hospital distribu- 
tion problem, as well as promoting better train- 
ing, with emphasis upon general practice for 
recent graduates of medical schools. 

The Interim Session of the House of Delegates 
will be held in Washington, D. C. December 6 
to 9, this year, while the Annual Session moves 
to San Francisco in 1950. 


Respectfully submitted, 


Jesse D. Hamer, M. D. 
Phoenix, Arizona, 





ARIZONA MEDICINE 


August, 1949 


RX, DX, AND DRS. 


By Guillermo Osler, M. D. 


In June of this year we tut-tutted the writers 
who were rushing the discoverer of NEOMYCIN 
into an early announcement. .. . Now, in July, 
Dr. Waksman is defending himself nicely—and 
so is neomycin. . . . William Laurence, the ac- 
curate science editor of The New York Times, 
describes the report which Dr. Gladys Hobby 
(of the biological laboratory of Charles Pfizer & 
Co.) gave to the New York Academy of Sciences 
on June 25th. Enough neomycin has now 
been manufactured to be used in animals. It has 
been found to successfully suppress tuberculosis 
in mice. It is non-toxic in large doses. It pro- 
duces resistance only one-fiftieth as often as 
streptomycin; the resistance develops much more 
slowly; the resistant strains are apparently not 
the same ones; and neomycin is effective against 
streptomycin-resistant strains! ... Applying the 
dosage data to humans, it is expected that they 
will be able to tolerate amounts far in excess of 
those required to control the disease. . . . Neomy- 
cin is probably made up of several fractions, and 
Dr. Waksman and colleagues are attempting to 
find the most potent one. . .. Maybe, perhaps, 
possibly we might legitimately uncross one pair 
of fingers. 


St. Mary’s Hospital, the Tucson Medical Cen- 
ter, and the Pima County General Hospital have 
been the RECIPIENTS OF A MOST UNUSUAL 
GIFT. Mr. Gerry Pierce of Tucson, a famous 
etcher, water-colorist, and teacher, has made 
“lifetime loans” to those institutions of more 
than fifty of his water-colors, and St. Luke’s 
Sanatorium will probably also benefit. . . . The 
pictures are to be placed in rooms ordinarily used 
by patients with chronic illnesses, and the loca- 
tions are to be changed at intervals. Mr. Pierce 
has lectured at St. Mary’s on the effect of line 
and color on patients, and the St. Mary’s staff 
intends to make observations on this subject in 
future years. ... It is a thoughtful and generous 
gesture, 


AMINO ACIDS are a prime source of nitrogen. 
They are more effective when given orally than 

4 Also, most preparations are obtained from 
the digestion of casein or fibrin, and hence con- 
tain a high percentage of glutomic acid—known 
to be fine “brain-food,” but also known to cause 
emesis when given IV 
gests that oral administration is preferable. 


About fifteen months ago a case-analysis was 
published which dealt with the BITES AND 
STINGS of small desert “animals.” The question 
arose at that time whether bites and stings could 
be modified by anti-histamine drugs. . . . Cor- 


respondence with two drug manufacturers re- 
sulted in the statement that any remarkable 
effect was doubtful, even in insect bites, though 
very few data had been reported ps 
single week, abstracts are published which show 
that the anti-histaminics (1) relieve the pruriti- 
of mosquito bites in both sensitized and non 
sensitized people; (2) reduce the reaction otf 


tsetse fly bites; and (3) relieve the pain of bec 
stings almost at once, if given soon after the bite. 


The management of ACUTE CHOLECYSTITIS 
is a tough problem. A recent tendency, in skille«| 
hands, is to operate as soon as the patient can be 
evaluated and prepared. . . . Cholecystectomy is 
said'to be safe. Cholecystostomy may be done, 
with clearance of the cystic duct, if there is 
jaundice or severe inflammation; the gall bladder 
is then removed about six months later. 
CHRONIC CHOLELITHIASIS may be found 
in 10 to 20 per cent of adults over 30 years of 
age. About 50 per cent of such cases are symp- 
tomatic. Surgery may be done in the sympto- 
matic type during a free interval. 


The prescription of SEDENTARY HOBBIE: 
for individuals with heart disease is a necessary 
part of therapy. The type of hobby need not be 
determined by the patient’s age. It should be 
constructive. . Furthermore, and because oi 
their tendency to tension and coronary lesions, 
it has been suggested that physicians should 
adopt such hobbies early in life! 


Considering the number of bacteria which ars 
present in this world, it hardly seems possible 
that warnings against PENICILLIN-RESISTANT 
STRAINS could be of importance. Yet they are. 
... Previous to 1944, resistant strains were rare. 
In 1944 Spink found 12 per cent of 68 strains of 
staphlococci to be resistant. In 1944 Barber et al 
found 14 per cent of the strains seen in her hos- 
pital to be resistant; and in 1947 the percentage 
was 38; and in 1948 it had risen to 59%. . . . Bac- 
teria other than staphlococci have not been so 
thoroughly reported, but several types show sim- 
ilar changes. . . . Nichols and Needham of the 
Mayo Clinic have successfully treated cases in 
which there were penicillin-resistant staph. 
aureus infections with aureomycin. The drug 
was given intravenously to avoid the nausea 
caused by oral administration. A resistance to 
aureomycin is not common, nor great. 


Caffeine has long been used to reinforce the 
effect of certain other drugs. It has now been 
found that 100 mgm. of CAFFEINE plus 1 mgm. 
of ERGOTOMINE TARTRATE (E.C. 110—San- 
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doz) is more effective than ergotamine tartrate 
alone for migraine, histamine headache, and (to a 
lesser extent) for tension headache. 


Facilities for the help of sub-normal individuals 
sometimes exist with scant publicity. For ex- 
ample THE DEAF AND THE HARD OF HEAR- 
ING in Washington, D. C., have the following 
special associations available,—5 public schoois, 
2 private schools, 9 teachers, 9 hospital services, 
2 schools for training of teachers, 3 organizations 
for help, 5 literary and social societies, 8 religious 
groups, 2 athletic clubs, 3 theaters with hearing- 
aids, 5 federal or municipal services, and a 
newspaper. 


Some of the antibiotics have failed to be as 
effective for SKIN INFECTIONS as they are for 
internal lesions. One of those which can not be 
used parenterally (BACITRACIN) is apparently 
very valuable when applied locally. . . . Eichen- 
laub and Olivo of Georgetown have confirmed 
the reports of Meleney and others that pyogenic 
dermatitis lesions are usually improved or cured 
in 1 to 2 weeks. ... In their series of 50 cases, 
44 responded. Only two showed sensitivity to the 
drug. An ointment of 500 U. per gram is used. 
Boric acid may be used in conjunction, since 
bacitracin is inactivated by hydrogen peroxide 
and potassium permanganate. 


The decrease in the incidence of thrombo- 
embolic phenomena (and in mortality) following 
the use of anticoagulants in cases of ACUTE 
MYOCARDIAL INFARCTION is notabie. 
Heparin needs no “control” tests, but must be 
given hypodermically to a sick patient every four 
hours; it can therefore be best used at the out- 
set, and until dicumarol takes effect. . .. Dicum- 
arol is given by mouth, but for real safety a 
prothrombin time should be done daily. ... In 
one series of 100 cases, bleeding occurred only 
once. Other methods of treatment should be used 
concurrently. 


One might follow, or even precede, a_ para- 
graph on ANTICOAGULANTS by a note on their 
antagonists. . . . Dicumarol can usually be coun- 
teracted by transfusions and parenteral Vitamin 
K.... Heparin effect is eliminated by the prota- 
mines, toluidine blue, and a few hours of time. 


A Mayo Clinic report on the results of surgery 
for 640 cases of DUODENAL ULCER revealed a 


Half of those who died 
Vagotomy 


mortality of only 3%. 
had pre-operative gastric retention. ... 
is on the wane in their hands. 
trectomy is the method of choice. 


The simple bilateral “massage” test for a 
SENSITIVE CAROTID SINUS should be a part 
of every complete physical examination, espe- 
cially when symptoms of syncope, hypotension, 


Subtotal gas- 
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bradycardia, etc., are present. . . . The types 
originally described by Weiss and Baker were 
those with cardiac inhibition, vaso-depression 
or cerebral effects; but they may be combined. 
. . . Discovery of “tight-collar” cases, or the ac- 
cidental production of a syndrome while palpat- 
ing the thyroid gland, can be a very dramatic 
diagnosis, 


To most of us KETOSTEROIDS are some- 
thing the biochemists have slipped over on us 
since medical school days. Steroids are now 
known to be present in plant and animal sterols, 
bile acids, cardiac glucosides, sapo-genins, sex 
hormones, and sterols from the adrenal cortex. . . 
They all come from a basic formula—the 4-ring 
nucleus. They are called “17-ketosteroids” be- 
cause “17” is the position of substitution on the 
nucleus (except in sex hormones)... . The value 
of ketosteroids-in diagnosis depends upon their 
amount, proportions, and type, as found in the 
urine. They help to diagnose disease or dysfunc- 
tion of the adrenals, pituitary, thyroid, and 
gonads. . . . From here on, all one needs to re- 
member is where to look up the latest data on 
the subject. 


The usage of FACIAL PROSTHESES, chiefly 
for the nose and ears, has been given a lift by a 
clever trick in casting. . . . Because the spare 
part deteriorates after a few months, a master 
mould of metal or plaster is kept on hand, and 
replacements may be made at intervale, PRN... 
The ideal prosthetic substance has not yet been 
found, but pliable plastics and prevulcanized 
latex are being tried. 


Note No. 3 on BARBITURATES,—Restricting 
the prescription and sale of sleeping pills wiil 
not prevent their abuse. Adulteration by an 
emetic is far from being an accepted procedure. 
Publicity about the hazards of the drug has not 
decreased suicides, which now total about 1,000 
per year. ... We must be prepared to treat as 
well as prevent. Therapy of the patient must be 
preceded by diagnosis, which depends on posi- 
tive evidence as well as ruling out the “vowel” 
causes of unconsciousness, — (alcohol, epilepsy, 
injury, opium, uremia, plus diabetic conditions, 
etc.). . . . Immediate methods consist of elimin- 
ating the ingested drug and counteracting the 
effects of what has been absorbed. The sequence 
depends on the depth of unconsciousness,—if the 
patient has reflexes and is responsive, gastric 
lavage, and a purge come first; if unconsciousness 
is deep, start off with the antagonists. . . . The 
choice of picrotoxin of nikethamide seems to be 
in favor of the latter. Watts and Ruthberg of 
N. Y. C. found, in a series of 99 cases, that nike- 
thamide was superior in effect, and safer. Con- 
vulsions occurred with picrotoxin, but not with 
nikethamide. It is easier on the patient, and 
allows nurses to use it.... Five to 10 c.c. of a 
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25 per cent solution of nikethamide is given in- 
travenously, followed by 5 c.e. every 5 minutes 
for an hour. A basal dose of 5 c.c. per hour is 
also given by IV drip. Booster doses were later 
given every half to one hour, depending on the 
severity of poisoning... . Initial therapy must be 
continued until the patient responds to questions, 
rather than a return of reflexes. 


This column can now claim a journalistic ca- 
reer of ONE YEAR’S REGULAR PUBLICA- 
TION. It seems an apt time to look at the rec- 
ord. ... The symbols in the TITLE of the col- 
umn, incidentally, mean “Therapy, Diagnosis, 
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and Physicians.” . .. The OBJECTIVES, as 
stated in the first collection of paragraphs, have 
generally been met,—‘“topical news on medical 
subjects which may have special interest to Ari- 
zona physicians.” ... There have been a few 
scoops, a few timely summaries, and a couple of 
dozen topics which have had to be discarded as 
passe. There have been a few flies in the happy 
ointment,—“darvisul” has not yet been found to 
wipe out poliomyelitis; “methadon” has disad- 
vantages which the early though reputable re- 
ports did not list; etc... . We will be more alert, 
more diligent, and more careful in the future—or 
at least we will put obvious labels on discoveries 
which are still in the “possible” stage. 





PHOENIX CLINICAL CLUB 


Mareh 14, 1949 
Massachusetts General Hospital, 
Case Record No. 33251 


A twenty-three-year-old single woman entered 
the hospital complaining of blueness of the hands, 
face and feet. 

No abnormality at birth or in development as 
a child had been noted, but her mother stated 
that as a child she had not played with other 
children very much and had always been “lazy.” 


At the age of twelve a mild, dull pain in the 
chest, located to the left of the lower portion 


of the sternum, had been noticed. At that time 
a bluish discoloration of the face and hands was 
first observed. There were no associated symp- 
toms that seriously incapacitated the patient, al- 
though she noticed that if she exercised as other 
children she had headaches and became blue and 
somewhat weak. These symptoms, however, did 
not prevent her from roller skating and dancing. 
The pain disappeared promptly, but occasionally 
thereafter she was aware of a slight, dull pain 
in the chest, without particular relation to any 
activity. In addition, she complained that the 
eyes frequently became “bloodshot” and that the 
cold aggravated the blueness of the extremities. 
A gradual clubbing of the fingers from that time 
was noted. Three years before admission the pa- 
tient went to a physician with these complaints. 
She was told that she had low blood pressure and 
was given some “pills” which she took without 
benefit; she did not, however, consider the symp- 
toms severe enough to return. A year later she 
saw a dentist for bleeding gums and was referred 
to her physician for a blood examination, which 
was negative. Fourteen months before entry she 
attempted to join the WAVES and was told that 
everything was normal except for blueness, club- 
bing of the fingers and an abnormal chest film. 
She was referred by the Navy to a sanatorium, 
where extensive studies for tuberculosis were 
negative. At the time of admission the patient 


complained only of cyanosis and clubbing of the 
fingers and toes. She felt perfectly well, being 
able to exercise strenuously without ill effect 
other than an increase in cyanosis, which she 
thought had gradually become more prominent. 

The past history revealed no serious illness. 
The patient had had mumps, measles and chick- 
en pox as a child. She had had occasional sinusi- 
tis and a chronic morning cough productive of a 
teaspoonful of sputum. The gums had always 
bled easily. There was .no history of familial 
disease. 

Physical examination on admission revealed a 
well developed and well nourished girl in no 
distress. There was a striking cyanosis of the 
face, hands and feet with severe clubbing of the 
fingers and toes. The conjunctivas were marked- 
ly congested, and examination of the fundi 
showed extremely dilated veins with tortuous 
arterioles. The throat was a dusky red. There 
were no abnormal pulsations in the neck. The 
chest was clear. The heart was normal in size. 
The pulmonic second sound was louder than the 
aortic second sound. No murmurs were heard. 
One examiner described an inconstant pulmonary 
systolic murmur. The liver and spleen were not 
palpable. The extremities showed good pulsa- 
tions. Neurologic examination revealed a right 
knee jerk that was less active than the left. 

The temperature was 99.6°F.; the pulse 80; and 
the respirations 15. The blood pressure was 100 
systolic, 80 diastolic, in the right arm and 95 sys- 
tolic, 78 diastolic, in the left. 

Examinations of the blood showed red-cell 
counts ranging from 7,100,000 to 8,790,000, with 
hemoglobins of 21.5 to 24.9 gm., and a white-cell 
count of 12,000, with a normal differential. The 
venous blood had an oxygen content of 16.7 and 
an oxygen capacity of 28.5 vol. per cent, with a 
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hematocrit of 69.7 per cent. The arterial blood 
had an oxygen content of 24.85 and an oxygen 


7 


capacity of 27.7 vol. per cent, with a hematocrit 
of 67 per cent. The oxygen saturation was 89.2 
vol. per cent. The circulation time with ether 
was 11 seconds and with Decholin, 23 seconds. 
The vital capacity was 3100 cc. Urinalysis was 
normal. An electrocardiographic tracing was 
normal. 

X-ray examination of the chest revealed an 
extensive “flecky” area of increased density in 
the right middle lobe, mainiy in the anteromediai 
segment. There was also a fine network of in- 
creased density in the left lung field laterally that 
was thought to be in the lingular portion of the 
left upper lobe. Both leaves of the diaphragm 
were well defined and showed good motion. The 
hilar shadows were normal. The heart was nor- 
mal in size, shape and action. Fluoroscopy 
showed evidence of pulsations of the major 
branches of the right pulmonary artery some- 
what farther away from the hilus than usual. 
The finer branches showed no abnormal pulsa- 
tions. The hands and feet failed to show any 
evidence of pulmonary osteoarthropathy. 

The patient’s condition remained unchanged. 
On the sixteenth hospital day an operation was 
performed. 

DISCUSSION 
Dr. Robert S. Flinn: 

This 23-year-old girl developed a bluish dis- 
coloration of her face and hands at the age of 
12, followed by a gradual clubbing of her fin- 
gers, blueness of the extremities and frequent 
bloodshot eyes. On examination her heart was 
found to be normal in size and in configuration 
with normal heart sounds. She had polyeythe- 
mia, evidence of deficient oxygen saturation and 
an area of increased density in her right middle 
lobe. That, as the English say, is the guts of 
the situation. Let us turn for a moment to a dis- 
cussion of the laboratory findings. The cireula- 
tion time with ether is given as 11 seconds. This 
represents the time elapsing between the injec- 
tion of a few minims of ether into an antecubital! 
vein and its arrival at the pulmonary capillaries 
where it is detected by a slight cough. The 
normal arm to lung circulation time for ether 
is 6 to 10 seconds with an average of 8 seconds. 
This is an index of functional activity of the 
right heart. Chronic pulmonary disease does not 
usually affect the test. In the case under dis- 
cussion sinee the circulation time was within 1 
second of what is considered normal, I do not 
believe we can place any interpretation upon it. 
llowever, the arm to tongue time with decholin 
is given at 23 seconds. The normal readings 
vary between 10 to 16 seconds with an average 
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of 13 seconds. The ditference between the arm 
to tongue and the arm to lung time marks the 
lung to tongue time. It varies under normal 
conditions from 4% to 10 seconds. In our ease, 
it is 12 seconds. Prolongation of the lung to 
tongue time, that is, with the arm to lung time 
normal, is occasionally observed in left heart 
failure. I do not believe that we can place much 
significance on this test in the case under dis- 
cussion except to point out that in polycythemia 
there is frequently some delay in the blood flow. 


The oxygen saturation was 89.2 volumes per 
Under normal conditions the blood which 
passes through the lungs is fully or nearly fully 
oxygenated. The blood which is returned by the 
pulmonary veins to the left auricle is 94 to 97 
per cent saturated with oxygen. The fact that 
arterial blood is not 100 per cent saturated has 
long been believed to be due to the faet that the 
bronchial veins pour some venous blood into the 


cent. 


pulmonary veins. However, recent experimental 
evidence indicates that the slight oxygen unsat- 
uration may be due mainly to a technical error. 
As the blood circulates through the capillaries, 
approximately 22 per cent of the oxygen in the 
arterial blood is given off to the tissues. It fol- 
lows that the oxygen saturation of normal venous 
blood is 72 to 75 per cent. Thus normal arterial 
blood contains 94 to 97 per cent oxyhemoglobin 
and 6 to 3 per cent reduced hemoglobin, and nor- 
mal venous blood contains 72 to 75 per cent oxy- 
hemogiobin and 28 to 25 per cent reduced hemo- 
globin. 

Inasmuch as one cubie centimeter of oxygen 
is taken up by 0.75 gram of hemoglobin, one 
gram of hemoglobin takes up 1.33 ¢.c. of oxygen, 
and 15 grams of hemoglobin will carry 20 ¢.c. of 
It follows that blood 
hemoglobin of 15 grams per 100 ¢.c, will carry 


oxygen. with a normal 
20 volumes per cent of oxygen; in other words, 
the oxygen capacity of normal blood with 15 
grams of available hemoglobin per 100 c¢.c. of 
circulating blood is 20 volumes per cent. Since 
the oxygen saturation of the arterial blood is 
94 to 97 per cent, its oxygen content is approxi- 
mately 19 volumes per cent. Inasmuch as 22 per 
cent of the oxygen in the arterial blood or ap- 
proximately 5 volumes per cent is given off in 
the tissues, normal venous blood has an oxygen 
content of 14 to 15 volumes per cent and 5 to 6 
volumes per cent of reduced hemoglobin. 


So it can be seen that in order to determine the 


oxygen capacity and the oxygen content it is 
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necessary to know the amount of hemoglobin 
present in the blood sample to be examined. 
Since the hemoglobin varies from 21.5 to 24.9 
grams, a difference of almost 4 grams, I am not 
attempting to work out what would be the nor- 
mal oxygen capacity for this patient. We do 
know that this patient had visible cyanosis and 
that there must be at least 5 grams reduced hemo- 
globin per 100 ¢.c. of circulating blood to pro- 
duce it. Consequently one-third of the blood 
circulating through the capillaries must be in 
the form of reduced hemoglobin to cause cya- 
nosis. 

Let us discuss for a moment the probable 
causes for this arterial unsaturation. 
1. It is due to a congenital heart lesion; 2. a 
generalized pulmonary condition such as Ayer- 


oxygen 


za’s disease in which none of the blood leaving 
the lungs is properly aerated, or 3. to a local 
lung condition allowing by some means such as 
a shunt, the passage of a proportion of the blood 
directly from the pulmonary artery to the pul- 
monary vein. Since no abnormality at birth or 
in the development of the child was noticed, 
since the heart is normal in size and in config- 
uration, and since no murmurs were heard, | 
think that one cannot possibly entertain a diag- 
nosis of any congenital heart lesion. Since the 
x-ray of the chest showed no suggestion of any 
generalized pulmonary fibrosis, I do not see how 
we can consider Ayerza’s disease as a possible 
factor. However, since the x-ray examination 
did show a definite shadow in the antero-medial 
segment of the right middle lobe, it seems prob- 
able that there may be some abnormal arterio- 
venous communication in the lung in the nature 
of a cavernous hemangioma. 


Hepburn of Toronto, in 1943 in reporting one 
of the first cases in which successful removal 
of the hemangioma was carried out, stated that 
it is a rare condition and had not been encoun- 
tered previously at the pathological department 
at the University of Toronto. Beierwoltes and 
Biron in 1947, to seven previously reported cases 
added another case of pulmonary arteriovenous 


aneurysm with secondary polycythemia which 


was successfully operated upon. As in the other 
cases, the oxygen saturation quickly rose to nor- 
mal following operation with reduction in the 
hematocrit reading. These authors state that the 
most important pre-requisite for making a diag- 
nosis is the awareness of this lesion as a cause 


of a eyanosis and polycythemia. The patient 
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may be of either sex and is usually between 20 
and 30, with cyanosis which has recently become 
worse. Symptoms of anoxia predominate with 
hemorrhage from the superficial hemangiomas 
usually from the nose. Cyanosis has often been 
noticed in siblings and parents. Only three pa- 
tients had murmurs produced by the vaseular 
communication. 

In the Journal of Thoracic Surgery February, 
1948, Maier, Himmelstein and Riley report a 
ease of arteriovenous fistula of the lungs with 
superimposed bacterial endocarditis successful! y 
treated with penicillin followed by surgical re- 
moval of the involved portion of the lung. 
1946 Lindgren of Stockholm reports three cases 


In 


of arteriovenous aneurysm which were verified 
at operation. He points out that the classic pathi- 
ological anatomical change is a distended affer 
ent artery and a distended efferent vein. Be- 
tween the arterial and venous systems there is 
either a direct communication to one or several 
of the larger vessels or a tangle of more or less 
distended veins instead of eapillaries. Since the 
arterial pressure is transmitted directly into the 
malformed vessels and into the veins, these he 
come increasingly dilated and sometimes rupture. 
He points out that it is usually easy to make a 
correct diagnosis of pulmonary arteriovenous 
aneurysm by ordinary x-ray examination. The 
characteristic feature is the broad band-shaped 
densities connected with the hilar vessels and in 
the periphery communicating one with another 
either through vascular formations or rounded 
formations resembling tumors. *Valsalva’s ma- 
neuver causes the densities to shrink. 


In the Annals of Internal Medicine for Nov. 
1948, Captain John H. Moyer of Fort Sam Hous. 
ton, reported two cases of hereditary hemorrhag- 
ic telangectasis associated with pulmonary arteri- 
ovenous fistula in which a cure of one of the 
eases was obtained after a pneumonectomy. They 
point out the clinical manifestations seem to 
be extremely variable. 
complaints while large ones give rise to a com- 


Small fistulae cause no 


plex of symptoms and signs which almost ehar- 
acteristically oceurred in the 15 cases previously 
described in the literature. Arteriovenous cysts 
of the lung may become fairly large before the 
typical trial of cyanosis polycythemia and elub- 
bing of the fingers develops. According to some 
observations, approximately 30% of the blood 
must be shunted before cyanosis become mani- 
fest in otherwise normal individuals. The effects 
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of the anoxemia due to the pulmonary shunt 
and the compensatory mechanism are interesting 
from a clinical and laboratory point of view. 
A compensatory change consists of an increase 
of blood volume affecting the cell volume rather 
than the plasma volume, increase hemoglobin 
concentration and an increase of red cells close- 
ly paralleling the changes seen in the relative 
anoxia of subjects living at high altitude for 
long periods of time. In both conditions, these 
changes are proportional to the degree of un- 
saturation of the arterial blood. 


The lack of cardiae enlargement is signifi- 
cant. An enlarged heart was observed in only 
two eases, one of which had mitral stenosis and 
the other case the enlargement was due to con- 
gestive failure secondary to chronic myocardial 
disease. Kennedy and Burwell have noted that 
in chronic peripheral arteriovenous fistulae there 
is an inerease in the cardiac output, blood vol- 
ume and venous oxygen tension near the fistula 
and mild to moderate cardiae hypertrophy. The 
lack of eardiae hypertrophy in cases of chronic 
pulmonary arteriovenous fistulae has been at- 
tributed to the low pressure in the pulmonary 
circulation. 

TREATMENT 

A small fistulae usually asymptomatic may 
require no treatment at all. However, it is ad- 
visable to observe these patients over long periods 
of time since these fistulae may increase in size 

-while others may develop. Symptomatic arteri- 
ovenous fistulae necessitates surgical interven- 
tion. The danger, of course, in the non-operative 
ones are venous thrombosis because of the 
marked polycythemia and the inereased blood 
viscosity. 

To return to the case under diseussion, we 
have in summary, then, a 23-year-old patient 
who has cyanosis, polycythemia, clubbing of the 
fingers and a characteristic x-ray shadow in the 
chest. A diagnosis of congenital heart disease is 
untenable as is also one of Ayerza’s disease. By 
exclusion, then, a diagnosis of arteriovenous 
fistula ean be made. 


Differential Diagnosis 
Dr. Earle M. Chapman: 


A pulmonary mur- 
mur was heard. Does that mean that it was 
heard over the lung or in the second left inter- 
space? That is an important observation, and it 
needs elarification. 
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Dr. Ronald C. Sniffen: The record is not 
clear on that point. 

Dr. Chapman: May we see the x-ray films? 

Dr. Stanley M. Wyman: The film of the chest 
shows mottled density lying in the anterior 
medial segment of the right middle lobe as seen 
in the anteroposterior projection. It is seen in 
the lateral view lying in this triangle. There 
was said to be fine mottling in the lingula of 
the left upper lobe. I cannot be sure of that 
finding. I think it should be noted that there 
is a rounded, sharply defined shadow extending 
outward and downward at this point, coming 
down to this region, which suggests the pul- 
monary artery. The lateral view of the skull 
shows no definite abnormality. 

Dr. Chapman: May I ask if pneumothorax was 
done and if a further definition of the 
was obtained ? 

Dr. Sniffen: 

Dr. Chapman: 
clinical syndrome that would not have been diag- 
nosed or treated ten years ago. Indeed, its diag- 
nosis was missed on three oceasions during the 
patient’s life. The characteristics are so clearly 
set forth in this history that I have no hesitancy 
in making a diagnosis of an anteriovenous fistula 
of the lung, with secondary polycythemia. 


mass 


Pneumothorax was not done. 


This case represents a rare 


Only two other conditions have to be consid- 
ered in the differential diagnosis, and they are 
congenital heart disease and polycythemia vera. 
The latter is excluded by the failure to find im- 
mature white cells or basophilia in the smear. 
Congenital heart disease is practically excluded 
by the entirely normal cardiae findings. 

This rare disorder is often congenital but pos- 
sibly traumatic in origin and yet the few cases 
reported in the literature since 1938 seem to 
have established a group of symptoms and signs 
that should indicate the correct diagnosis. These 
are cyanosis, clubbing of the fingers and toes, 
and symptomatic polycythemia usually in a 
young person with a.normal heart and an ob 
scure pulmonary lesion by x-ray study. Some 
patients have a continuous murmur over the 
lesion if it is the cavernous type connecting 
with the pulmonary artery. 

The hazards of continuing with the lesion are 
that it may rupture and lead to sudden death in 
pulmonary hemorrhage, such as in the case de- 
scribed by Rodes in 1938," which at autopsy 
showed three hemangiomas in the right lung and 
one in the left lung; or the patient may be in- 
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capacitated by the symptoms of anoxemia. Such 
were the symptoms that led to the first success- 
ful removal of the right lung containing such 
a hemangioma in 1942. 

Since then several cases have been successfully 
operated on, and the patients have lost the cyano- 
sis immediately after operation, the blood counts 
have returned to normal, and the symptoms have 
disappeared. Disappearance of the symptoms, 
however, depends on the removal of the entire 
lesion and the absence of multiple arteriovenous 
fistulas. 

There are some interesting data and clinical 
points in this case that I think deserve some 
comment. For instance the bleeding of the gums 
and suffusion of the eyes and mouth are clinical 
signs consistent with a polycythemia, and yet 
they seem to have been overlooked as diagnostic 
signs. The pulse rate was slow, and this suggests 
that the cardiac output was normal, since ac- 
cording to Marey’s law a rapid pulse can be due 
to a low blood pressure and not to an increased 


venous pressure. 

Having seen the x-ray film I place the lesion 
in the right lung rather than the left, although 
it is possible for such a lesion to exist on the 


left side as well. 


Fluoroscopy showed, ‘‘evidence of pulsations 
of the major branches of the right pulmonary 
. ’’ That is why I was concerned with 
* and with 


artery... 
the so-called ‘‘pulmonary murmur’ 
the decision whether it was a murmur over the 
heart. The history stated that no heart murmurs 
were heard and later that a ‘‘pulmonary mur- 
mur’’ was heard. To me, that means a murmur 
over the lungs. The sign has been deseribed in 
some eases of arteriovenous fistula of the lung. 


The oxygen saturation in itself could be a sig- 
nificant diagnostic procedure. The patient had 
a slightly slow cireulation time; with an arterio- 
venous lung fistula or even in pulmonary con- 
gestion one could expect even greater delay in 
the blood circuit through the lung. 

In conclusion, then, I believe that this case 
is characteristic possibly of a cavernous heman- 
gioma type of arteriovenous fistula of the lung, 


and I assume that at operation perhaps all 


or part of the right lung was removed. It would 
be interesting to hear from the others about 
the subsequent course. 

Dr. Sniffen: 
ment ? 


Dr. King, have you any com- 
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Dr. Donald 8S. King: The patient came to the 
sanatorium with a diagnosis of questionable 
tuberculosis and was sent to this hospital from 
there. 

Dr. John T. Quinby: I believe that I was the 
lirst to see the patient in our Out-Patient De 
partment with some of the fourth year men, and 
I thought that she had congenital heart disease. 
I followed her after entry into the hospital. Pre 
operatively the hematocrit was 67 per cent and 
the oxygen saturation 89 vol. %. 

Dr. Sniffen: Is such cyanosis usual with « 
not very low oxygen saturation? 

Dr. Quinby: As I understand it, the cyanosis 
depends on concentration of the reduced hemo 
globin. With a high total hemoglobin, an un 
saturation of 6 or 7 per cent apparently leaves 
enough reduced hemoglobin to cause a dusk) 
color. Another interesting problem is that the 
cyanosis and exertion limitation were progres- 
sive as the patient grew older, suggesting th 
magnitude of the lesion was increasing. 

Dr. Chapman: I intended to comment on the 
presence of cyanosis. The oxygen saturation was 
low,—the normal figure should not be under 
95 vol. per cent, and in this case it was 89, repre- 
senting slight diminution,—but this was com- 
pensated for by the polycythemia. In most pa- 
tients with congenital heart disease when one 
third of the blood is shunted through from the 
venous to the arterial side, the reduced hemo. 
globin goes up from 1 to 4 vol. per cent, and 
cyanosis becomes established. It is unfortunate 
that the volumes per cent of reduced hemoglobin 
were not available. 

Clinical Diagnosis 

Hemangioma of the lung. 


Dr. Chapman’s Diagnosis 
Arteriovenous fistula of lung, with secondary 
polycythemia. 
Anatomical Diagnosis 
Cavernous hemangioma of right middle lobe 
of lung. 
Pathological Discussion 
Dr. Richard H. Sweet: As Dr. Chapman has 
said, this is a characteristic entity. The correct 
diagnosis was made ahead of time in this case 
by the Medical Department and coneurred in bh) 
the surgeons. At that time there had been only 
four or five such cases operated on successfully, 
at least according to reports in the literature. 
All of them, I believe, had been pneumonecto- 
mies with the exception of one patient of Dr. 
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Janes in Toronto. This case, which was bilateral, 
was successfully operated on in two stages. The 
case under discussion was a so-called ‘‘hemangi- 
oma,’’ which I prefer to call an arteriovenous 
fistula. There was one enormous pulmonary 
artery, probably as large as the whole pulmonary 
artery should be normally, and there was a 
corresponding enormous vein, which led out 
from the middle lobe. In the middle lobe there 
were numerous dilated vascular channels. So 
far as I know this is the first case treated by 
lobectomy alone. Since then, by the way, we 
have had a similar case—a lesion in the middle 
lobe—in a child two years of age, who presented 
the same clinical picture and was cured by sur- 
gery. On visiting Dr. Alexander’s Clinic in Ann 
Arbor I recently discovered there was a third 
such case with arteriovenous fistula in the mid- 
dle lobe. It had been thought to be the first one 
that had been resected because we had not pub- 
lished our two cases. 


Dr. Sniffen: After removal the external sur- 
face of the right middle lobe showed a number 
of small blebs without pleural reaction. Three 
large vessels entered the lung at the hilus. One 
of these vessels followed the course of the antero- 
medial bronchus, and 2 em. beyond its origin it 
was broken up into a honeycomb of large an- 
astomosing, vascular channels that occupied an 
area 9 by 4 by 3.5 em. in the medial portion of 
the lobe and accounted for the blebs on the ex- 
ternal surface. The lesion was not encapsulated 
but showed no evidence of growth. The channels 
were lined with endothelium, with localized 
points of subendothelial fibrous thickening. 


The postoperative findings are of some inter- 
est. Eight days after operation the hematocrit 
had fallen to 62%, and the oxygen saturation 
was up to normal. The hemoglobin remained 
elevated. In the few cases I have read about, 
such as the patient studied by Hepburn and 
Dauphinee? the blood vessels, including the 
hemoglobin, had returned to normal in eight 
days. In the case under discussion about six 
months elapsed before the hemoglobin and red- 
cell count fell to normal figures. 


Dr. Sweet: Several months after operation 
the patient showed some reduction in the elub- 
bing of the fingers, and she was no longer cya- 
notic. I think that one comment is of interest 
regarding Dr. Sniffen’s remark about the rate 
at whieh the hemoglobin returns to a normal 
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level. Until this operation was done,—I have 
not followed the reports in the literature since 
then,—all the patients operated on suffered 
alarmingly of exsanguinating hemorrhages on 
the operating table. I, therefore, assume that 
the rapid reduction was due to blood loss. We 
are sensitive to that, and this patient did not 
suffer any appreciable loss of blood during the 
operation. I think that possibly this was re- 
sponsible for the slow return of the hemoglobin 
to the normal level. 


Dr. Howard Sprague: Certainly, in periph- 
eral arteriovenous communication, one would 
expect enlargement of the heart because of the 
increased flow. We have to agree possibly to 
an increase in pulmonary venous pressure. Does 
it mean that the right ventricle ean stand in- 
creased circulation better than the left ventricle? 
There are so few of these cases that we have 
not been able to draw a conclusion, but I think 
that it is of considerable interest that this pa- 
tient had an increase in flow. 


Dr. Sniffen: Another point in reference to 
Dr. Chapman’s remarks: it is stated in the ree- 
ord that the blood examination two years before 
admission was normal in this case. In Hepburn’s 
ease the patient had been followed carefully in 
a sanatorium and at that time she had a normal 
red-cell count and hemoglobin. Only in the last 
year and a half did the red cells and the hemo- 
globin increase. 


Dr. Sweet: 
Dr. Sniffen : 


Dr. Sweet: 
normal ? 

Dr. Sniffen: Yes, presumably because of the 
arteriovenous shunt and before secondary poly- 
cythemia had become established. 


How about cyanosis? 
It. was present. 


When the blood counts were 


Dr. Chapman: I should suggest that the le- 
sion was expanding in type and becoming en- 
larged, and that the degree of polycythemia 
was in relation to the size of the shunt. In this 
case, as the tissues became distended, there was 
more bleeding. It is an interesting point that 
Dr. Sprague has made, and one that has been 
made in other It is surprising how the 
heart can accommodate itself to this extra load. 


cases, 
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STOP DESPOTISM WITHIN OUR RANKS! 


The time has come to call a halt to compulsory 
attendance at meetings. For years we have 
‘ailed, rightfully, against proposed medical 
compulsion of various kinds by government. 
Let’s clean our own house, now! 

Institutions, some of them not at all demo- 
cratically controlled, have set standards for 
medical, surgical and hospital practices which 
work real hardship by forcing physicians to at- 
tend a very high percentage of meetings or lose 

‘their right to use their workshops. We admit 
these rulings have some advantages in disciplin- 
ary power and encouragement of improved sci- 
entifie endeavor in presenting programs. But 
disadvantages far outweigh advantages. 

Why should limited specialists be literally 
forced to spend whole evenings listening to long 
reports by limited specialists in other fields— 
material which can in no way improve their own 
knowledge and practice? The same length of 
time spent upon general subjects or material in 
their own fields in their own libraries—or even 
just relaxing apart from science—would make 
them better doctors. 


Small communities with only one or two hos- 
pitals do not pose the critical problem that now 
plagues doctors in larger centers. Most of us in 
cities are now forced to spread ourselves entire- 
ly too thin. We are obliged to attend staff meet- 
ings of several hospitals, patronize specialty 
groups, support the committee activities of all 
of them. There are no evenings left for one’s 
family, none for simple living and being a hu- 
man being. One feels like crying, ‘‘I can’t take 
any more; another meeting this week will spell 
the last of me!’’ 

Then the County Medical Society suffers. 
Ilere is one meeting we are not compelled to at- 
tend, yet it is the organization that is the founda- 
tion of all medical organizations and its meeting 


is the one we all should attend. This one depends 
upon its merit to attract our attendance—not on 
someone checking off names to delineate good 
boys from bad boys. The County Society is the 
hub of all local medical activity. It not only ad- 
vances our science ; it formulates medicine’s pub- 
lie policies and develops educational pursuits for 
laymen who need it most of all; it directs oppo- 
sition to destructive legislation; it relegates op- 
ponents of scientific medicine to their prope 
place; it uncovers and exposes subversive ele 
ments. Without actively and enthusiastically 
supported county societies our public service 
efforts will lag, public relations programs will 
deteriorate into mere efforts to obtain public 
ity, lay educational enterprises will fail, adverse 
legislation and unscientific cults will prosper. 
and regional and national parent medical or 
ganization will suffer in proportion. 

Our county medical societies really need us 
and we really need them, but there are onl) 
seven nights in a week and human endurance 
has a definite ceiling which becomes lower dur- 
ing and after middle age. This physiological 
fact cuts down too many doctors in their most 
productive and useful years. 

Yet we must earn our living, so our staff posi- 
tions must be preserved. We cannot risk ‘‘ being 
relieved’? of hard-earned places in our work- 
‘‘execused’’ 


like 


So we have to be officially 
We are disciplined 


shops. 
for non-attendance. 
grade school children. 

Are we not mature enough to choose those 
meetings to which we may contribute or from 
which we may derive benefit?. Are we not loyal 
enough to attend those whose actions and ree- 
ommendations control the honor, dignity, and 
future of medicine? If so, let us be heard by 
those who have earried so-called standardization 
to the level of despotism. 


Reprinted from Rocky Mountain Medical Journal, Nov. 1948 
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One of the finest examples of cooperation be- 
tween the Blue Cross Board of Directors, Blue 
Cross member hospitals and the public as rep- 
resented in the Blue Cross membership was 
found recently in a series of meetings held to 
explain to representatives of member groups 
the basic Blue Cross philosophy, the place of 


BLUE CROSS 


Blue Cross in the economy of hospitals, th: 
financial problems faced by hospitals because 
of rising costs, and ‘the resulting necessity for 
increasing the Blue Cross membership dues. 
First of the three meetings was held at Good 
Samaritan Hospital, Phoenix, with Dr. Preston 
T. Brown, Phoenix, Vice President of Arizona 
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Blue Cross, presiding. Charles Korrick, former 
Blue President and a Member of the 
Board of Directors, outlined the history, aims 
and purposes of the organization. Mr. Korrick 
incidentally also is an employer who pays the 
full Blue Cross costs for his employees, and is 
i member of the Board of Directors of St. Mon- 
ca’s Hospital. Guy Hanner, Good Samaritan 
Hospital Administrator and Secretary of the 
\rizona Hospital Association, spoke of the hos- 


Cross 


»itals problems, and L. Donald Lau, Blue Cross 
ixecutive Director, explained the fundamental 
differences between the service benefits of Blue 
Cross and the limited dollar indemnities of com- 
mercial insurance companies which offer hospi- 
‘al insurance plans. 

A second meeting was held at St. Monica’s 
Hospital, Phoenix, with Dr. Brown, Mr. Kor- 
rick and Mr. Lau again presenting their views 
on the respective phases of the situation, and 
with Emmett McLoughlin, Superintendent of 
St. Monica’s—and a member of the Blue Cross 
Board of Directors—speaking for the hospitals. 

The third meeting was held at the Tueson 
Medical Center, with Charles D. MeCarty, Blue 
Cross Board Member; the Rev. George Fergu- 
son, President of the Board of Directors of the 
Medical Center, and Mr. Lau speaking, and with 
Ned F. Parish, Assistant Director of Arizona 
Blue Cross, presiding. 

Most of the large groups of Blue Cross mem- 
bers in the Phoenix and Tueson areas were rep- 
resented at the meetings and discussion was free 
and constructive. General approval of the action 
of the Blue Cross Board in raising the member- 
ship dues rather than reducing the service bene- 
fits was voiced at all three meetings. 

Blue Cross Member Hospitals already have 
been notified directly by Mr. Lau (in a mem- 
orandum dated June 21st) of the dues increase 
effective August Ist, and of the formula for allo- 
cating the increased income to Member Hos- 
pitals on all Blue Cross hospital admissions on 
and after October Ist. 

It will now be more important than ever for 
Member Hospitals to report inimediately the 
admissions of all Blue Cross patients. The Blue 
Cross office cannot keep before it an accurate, 
continuous picture of its financial condition un- 
less this is done. For example, the boys with 
the slide rules were thrown a terrifie curve early 
in the year when, during March, some 300 hos- 
pital eases for which no admission notices had 
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been received were submitted for payment by 
the hospitals. These cases were admitted during 
January and February. To say that the finan- 
cial picture was distorted, is putting it mildly. 
Closer attention to the prompt reporting of ad- 
missions—which incidentally is required under 
Section 5 of Member Hospital contracts—will 
be greatly and especially appreciated in the fu- 
ture. 


The welcome mat is out for Dr. Martin F. 
Heidgen, who has sueceeded Clyde Fox as Ad- 
ministrator of the Tucson Medical Center. Mr. 
lox, who was President of the Arizona Hospital 
Association, resigned effective June 15th to 
become Administrator of the Washoe General 
Hospital at Reno, Nevada. 


Dr. Heidgen has served as Superintendent of 
the Memorial Hospital of DuPage County, Elm- 
hurst, Ill., in the Chieago Blue Cross Plan 
area, for the past seventeen years. A native of 
Milwaukee, Wis., he obtained his bachelors’ de- 
gree from Marquette University at Milwaukee, 
and his M. D. degree from the University of 
Chicago. He is a member of the editorial ad- 
visory board of HOSPITAL MANAGEMENT, 
national publication dealing with hospital ad- 
ministration, and is a fellow of the American 
Medical Association. He also is a member of the 
Illinois Hospital Association and the Chicago 
Hospital Council. 

Every nine seconds during 1948 a Blue Cross 
member had a hospital bill paid. National Blue 
Cross membership (ineluding Canada and Porto 
Rico) passed 33,000,000 at the end of March. 
Arizona had a little more than 106,000 members 
at the end of May. 


May we correct what is apparently a wrong 
impression? Since the changes in our contract 
last February 15th, it is apparent that some 
hospitals have misunderstood the new procedures 
in regard to payments for out-patient care. The 
contract states: ‘‘In emergency room of Member 
Hospital, an allowance of up to $8 per admis- 
sion will be provided to a subseriber.’’ This 
means that the per diem cost of your hospital 
for out-patient care is to apply for all charges 
up to $8. In the event the charge exceeds this 
amount, the hospital can then collect from the 
patient the difference between the charge and 
the allowance of $8. This action was taken by 
the Hospital Committee of Blue Cross and ap- 
proved by the Board of Directors to permit the 
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hospitals to receive more adequate compensa- 
tion for expensive out-patient care. 

Are you writing to your Congressman? If 
you are, here are some tips on how to do it prop- 
erly, offered by the Chamber of Commerce of 
the United States: (1) Address him as The 
Honorable John Doe, M. C. (for Member of Con- 
eress) or U. S. S. (for U. S. Senator)—and be 
sure of who is what. (2) Be Local; Tell him how 
a National question affects your business, your 

Be Business- 
3e Specific; if 


industry, your community. (3) 
like; brief but not terse. (4) 
you're for something, say so. If not, don’t hedge. 
(5) Be Polite; Congressmen deserve dignified 
treatment. (6) Be Reasonable ; seek only possible 
things. (7) Be Yourself; use your own letter- 
head and letter style. 8) Request Action; your 
man is elected to do something. (9) Ask For An 
Answer; you've told him where you stand, now 
ask him where he stands. (10) Be Appreciative ; 
thank him for good votes, compliment his better 
speeches, and praise his staff, too. 

Those tips are worth pasting in the bonnet 
in these days, when so much legislation affecting 
the whole of the health picture in this country 
is before the houses of Congress. 


And speaking of National Legislation, here’s 
a gem from testimony of Dr. Paul Hawley, Chief 


Executive Officer for Blue Cross and Blue 
Shield, before the Senate Committee on Labor 
and Welfare on May 3lst: ‘‘Health is a most 
important national asset. But it is by no means 
the only important asset and it is closely related 
to others. If through expenditures upon health, 
a erippling burden is placed upon the budget 
of the Government, the stated objective of S. 
1679 (the Administration’s compulsory health 
insurance program) will be defeated. The best 
medical care in the world cannot maintain good 
health if handicapped by a general depression 
arising out of confiscatory taxation.”’ 

Tempe Clinic - Hospital observed American 
Hospital Day on May 12th with a luncheon and 
reception at which Mrs. Pohle, wife of Dr. Ernest 
Pohle, Superintendent of the hospital, outlined 
the obligations of a hospital to its community, 
and a talk was given by the Rev. Dr. Staley 
of the College of Medical Evangelists, 
Angeles. Dr. Staley, representing an organiza- 
tion which operates in about eight countries, de- 
eried the trend toward socialized medicine and 
recommended support of Blue Cross and Blue 
Shield as important bulwarks between the Ameri- 


Los 
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can public and the Welfare State. Guests were 
taken on a tour of the hospital as the final item 
on the hospital day program. 

Statistically speaking, payments to hospitals 
by Arizona Blue Cross for the first half of 1949 
totalled $426,668.27. Patients received care for 
a total of 38,804 patient days. Of this last total, 
835 were out-patient days. The average hospital! 
stay for Blue Cross members (bed-patients onl) 
are included in this figure) was 6.18 days per 
ease. This is a little up from the 1948 average 
of 6.13 days per hospital case for Blue Cross 
members. 

We think the new News Service of the Ameri 
can Hospital Association is one of the finest 
information sheets in any field, and undoubted. 
lv you will be seeing excerpts from it in coming 
bulletins of the Arizona Hospital Association 
Its material is written to be passed along to loca! 
and state hospitals. 

Blue Cross Members like 

Here is a response from one member, and it 
is typical of hundreds of others on file in the 
Blue Cross Case Department: ‘‘I haven’t an) 
suggestions for improvements in the Blue Cro s 
Plan, but want to tell you what a blessed relief 
it was to us—just like a light in a storm.”’ It 
was heartening also to hear Emmett MeLoughlin 


Blue Cross Service 


declare at the previously described meeting in 
St. Monica’s that, ‘* Blue Cross Patients are our 
happiest patients because they have no mone) 
worries,’’ and to overhear a hospital admitting 
clerk tell an incoming Blue Cross patient that 
she was always glad to see a Blue Cross card 
because it meant peace of mind for the patient 
and less work for the hospital office staff. 
THIS CARBOHYDRATE 
AND VITAMIN B 


iron. 





CONTAINS IRON 
COMPLEX 


Cow’s milk is low in It contains only 
enough thiamine to supply minimum estimated 
need of infants. Ordinarily carbohydrates con- 
tain neither iron nor vitamin B complex. 

When the milk formula is modified, ‘‘ Dextri 
Maltose with Yeast Extract and Iron,”’ the baby 
receives a more-than-minimum supplement bot! 
of iron and the entire vitamin B complex. Afte: 
the third month, Pablum contributes additiona! 
amounts. Thus is the baby assured of an ade 
quate intake of iron and the vitamin B comple. 

Literature available to physicians on request 
MEAD JOHNSON & COMPANY, Evansvill: 
Indiana, U.S.A. 
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ASSOCIATED MEDICAL CARE PLANS 
A. M.A. HOUSE OF DELEGATES AP- 
PROVES SEPARATION OF A.M.A. 

AND A.M.C.P. 


Complete separation of the American Medical 
\ssociation and Associated Medical Care Plans 
vas approved by the A.M.A. House of Delegates 
ut its 98th Annual Session in Atlantie City, 
meeting June 6-9, 1949. 

Recommended originally by the Council on 
\ledical Service of the A.M.A., in a statement 
delivered to the Blue Shield Commission of 
A.M.C.P. at its meeting in Hollywood, Florida, 
on April 15, 1949, the separation was accepted 
by the Blue Shield national organiation before 
the question was placed before the A.M.A. House 
of Delegates. 

E. Vincent Askey, M. D. (California), chair- 
man of the reference committee to which the 
Council’s recommendation was referred, in com- 
menting on the committee’s report, said, ** Your 
reference committee feels that it is important 
that the Delegates read carefully the comment 
of the Council on Medical Service, appearing in 
the second paragraph of its recommendation, 
so there may be no misunderstanding as to 
the value attached to the accomplishments of 
A.M.C.P.”’ 

The statement referred to in Dr. Askey’s 
word of caution, said, ‘The Council on Medical 
Service desires at this time to acknowledge the 
efforts of A.M.C.P. in promoting through its 
member plans the principle of voluntary pre- 
payment health insurance; and believes that 
A.M.C.P. has reached a state of development 
where it can function more adequately as an 
autonomous trade association.”’ 

In approving another resolution, introduced 
by L. Howard Sehriver, M. D. (Ohio), the House 
of Delegates pledged its support to A.M.C.P. 
as an independent federated agency represent- 
Blue Shield Plans. 

It was commonly agreed, by all concerned, 
that one of the reasons for the separation of 
these two organizations had been an inability to 
agree upon a Blue Shield proposal to establish 
a national enrollment agency for handling so- 
called national The dilemma was 
bridged by adoption of the Sehriver resolution, 
whieh ‘‘FURTHER RESOLVED that the sev- 
eral state and local Blue Shield Plans continue 
the development of an enrollment agency to 


ing state and loeal 


accounts. 


act in their interest in the field of so-called 
‘national accounts,’ using their best judgment 
(and that of sponsoring societies) with respect 
to the methods, means, procedure and form of 
organization by which the problems related to 
national accounts may be solved.”’ 

live members of the Blue Shield Commission 
originally appointed by the Council on Medical 
Service, were invited by the Commission to con- 
tinue their membership as individuals, even 
though they no longer represented the A.M.A. 
The five Commissioners include Drs. A. W. Ad- 
son, Elmer Hess, Charles Gordon Heyd, J. D. 
MeCarthy, and Carl F. Vohs. 

Leaders in the Blue Shield movement accept- 
ed the change in status as an indication that 
A.M.C.P. had matured to the point where it 
eould funetion, move efficiently as an inde- 
pendent trade organization, and without offi- 
cial relationship to the A.M.A. A situation which 
had become highly controversial was resolved to 
the apparent satisfaction of everyone involved. 


LABOR OFFICIAL ASKS HIGHER INCOME 


LIMITS FOR SERVICE BENEFITS 

Speaking to an assemblage of over four hun- 
dred physicians, hospital administrators, busi- 
ness leaders, and friends of Blue Shield and 
Blue Cross in Kansas City recently, Harry Beck- 
er, Direetor of Society Security for the U.A.W.- 
C.1.0. plead with the physicians of America to 
support their Blue Shield Plans and find a 
way to raise income ceilings on service benefits. 

‘*We urgently and pleadingly ask the physi- 
cians throughout America to support their Blue 
Shield program and to find a way to adjust 
their program so that persons with incomes 
below $5,000 will be assured that when illness 
strikes and hospital care is necessary, the vol- 
untary Blue Shield Plan will meet the whole 
cost of the doctor’s care while the patient is in 
the hospital,’’ Becker said. 

‘*The average worker does not want cash in- 
demnity, and cash indemnity is a poor substi- 
tute for National Health Insurance,’’ Becker 
continued. ‘‘Blue Shield is the only ageney that 
ean deliver a full service contract. Commercial 
insurance cannot do this job. Both Blue Cross 
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and Blue Shield are in a unique position in 
that they are tax-free, they are non-profit, and 
they can make contracts with hospitals and 
physicians for delivery of service which no in- 
surance company can do. 


‘*What we want in U.A.W.-C.1.0., and what 
other unions want, is assurance that when our 
workers go to the hospital, the hospital and doe- 
tor bill will be paid. Until we have done that 
job we have not answered the problem of how 
we are going to pay for medical care, and we 
have not provided an alternative to National 
Health Insurance.”’ 


Mr. Becker, in addition to his official responsi- 
hility with the largest labor union in America, 
is a member of the governing boards of both 
Blue Shield and Blue Cross in Michigan. His 
appearance in Kansas City was scheduled as the 
highlight of the annual meetings of Blue Shield 
and Blue Cross, held jointly at the President 
Hotel on May 13, 1949. 


Telling his listeners that labor recognized the 
costs involved in providing adequate medical 
care, Becker indicated that fourth round eco- 
nomic demands for 1949 would be directed to- 


ward employer financed health and welfare 
programs. He expressed, further, the hope that 
Blue Shield Plans would be in a position to de- 
liver a satisfactory program of prepaid medical 
care when the chips were down. 


Referring to national coverage, Becker stated 
that he hoped Blue Shield and Blue Cross 
weuld ‘‘arrange for uniform, national standards 
of benefits, so that when an agreement is made 
with an employer for financing hospital and 
medical costs, the delivered 
wherever the employee lives, whether the con- 
tract was made in Detroit, Pittsburgh, Cleve- 
land, Los Angeles or Kansas City and whether 
the employees live in one part of the country or 
another part of the country. We can’t do for 
our members in Michigan what we cannot do for 
our members in Missouri under the same labor 


program can be 


management contract.’’ 


Becker mentioned, in passing, the importance 


of public representation on Blue Shield and Blue. 


Cross Boards of Trustees, basing his whole argu- 
ment on the great need for all groups, medical, 
hospital, and labor, to work together toward 
finding an answer to the peop!e’s problem of 
meeting the costs of health care. 
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BLUE SHIELD PLANS ENROLLING 
MORE THAN 10,000 PER DAY 

‘‘New members are being enrolled by Blue 
Shield at a rate of more than 10,000 per day,” 
Frank E. Smith, Director of Associated Medi- 
cal Care Plans, national coordinating agency 
for Blue Shield Plans, stated recently. 

With a net gain of 966,294 members during 
the first quarter of 1949, Blue Shield head- 
quarters in Chicago announced recently that en- 
rollment in the non-profit medical prepayment 
plans had reached a total of 11,333,758 on March 
31, 1949. 

At the present rate of growth, Blue Shield 
enrollment passed the 12,000,000 mark during 
June. First quarter growth represented a gain 
of 8.82 per cent over the total reported at the 
end of 1948. 

The first quarter gain of 966,294 members was 
approximately 50 per cent better than the first 
quarter of 1948, when 645,222 members were 
added by the Plans. 


MORE THAN 100,000 CHECKS ISSUED 
MONTHLY TO PHYSICIANS BY 
BLUE SHIELD 

More than 100,000 
month by Blue Shield Plans, made payable to 
physicians throughout the United States for 
services rendered to Blue Shield members. 

An estimated 6,000 additional checks are is 
sued by the Plans directly to beneficiary mem 
for ineurred 


checks are issued each 


bers as reimbursement 
each month. 

The monthly total of checks written is no indi- 
cation of the aggregate number of services ren- 
Some Plans issue cumulative 


expenses 


dered each month. 
checks, in which a single check is written to cover 
all services reported during the previous month. 
Furthermore, only a portion of the checks writ- 
ten each month are in payment for services ren- 
dered in the same month, a large volume being 
issued in payment for services rendered during 
preceding months, reports on which were not 
submitted to the Plans during the month in 
which services were rendered. 


VETERANS EXPRESS PREFERENCE FOR 
HOME TOWN CARE BY OWN 
PHYSICIANS 
California Physicians’ Service completed r 
cently a survey among veterans who had been 
treated by physicians of their own choice unde: 
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a program of home town care, administered by 
the Plan through a contract with the Veterans 
Administration. 

Favorable comments were received from 92 
per cent of the thousands of veterans who re- 
plied to the San Francisco office of California’s 
Blue Shield Plan. 

A majority of 54 per cent reported that free 
choice of their own physician resulted in the 
type of personal care which, in their opinion, 
was better than any other kind of medical atten- 
tion. 

Being treated by their own physicians saved 
time and trouble, said 15 per cent of the re- 
sponses, permitting a veteran to continue his em- 
ployment or education without interruption. 

Approximately 10 per cent noted that the pro- 
gram provided relief from congestion in VA hos- 
pitals and clinics. The veterans said that they 
had encountered only a minimum of red tape. 

Some said that the program enabled them to 
maintain their homes, due to relief from finan- 
cial burdens. Others expressed a desire for con- 
tinuation of the program. 

Only a small minority of 8 per cent were ecrit- 
ical of delays in treatment, payment of bills, 
and regulatory restrictions. 


TWO MORE PLANS ACCEPTED 
AS MEMBERS OF A. M. C. P. 

Two more Blue Shield Plans were added to 
the roster of A.M.C.P. members by the Blue 
Shield Commission, following its meeting in 
Atlantic City on June 4, 1949, bringing the 
total number of members to sixty-four Plans. 

A.M.C.P.’s newest members will soon be en- 
rolling subseribers in South Carolina and Ten- 
nessee, raising to thirty-eight the number of 
states being served by Blue Shield Plans. 

Blue Shield Plans are also active in the Dis- 
trict of Columbia, Hawaii, Puerto Rico, and 
two Canadian provinces. 


NON-MEDICAL BOARD MEMBERS TO BE 
ADDED BY KANSAS CITY PLAN 

Eight non-medical members will be added to 
the governing board of the Blue Shield Plan 
in Kansas City, according to an announcement 
made at the Plan’s annual meeting on May 13, 
1949, 

Kansas City’s governing board was limited 
originally to physicians, the membership now 
being expanded to permit the adding of promi- 
nent business and civie leaders, 
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‘*There has been a trend during the last three 
or four years among Blue Shield Plans to in- 
clude 
boards,’’ 


non-medical members on governing 
stated Frank E. Smith, Director of 
Associated Medical Care Plans. ‘*Blue Shield 
has learned to place a high value on the volun- 
tary services of business and civic leaders as 
board members. These men contribute immeas- 
urably to the success of the Plan. Furthermore, 
the presence of outstanding men, outside of the 
medical profession, on Blue Shield governing 
boards is entirely logical from a public relations 
standpoint.’’ 

MINNESOTA PLAN RAISING INCOME 

LIMITS AUGUST IST. 

With the approval of the Council.and the 
House of Delegates of the Minnesota State Med- 
ical Association, Blue Shield in Minnesota will 
raise the income limitations of subseribers eligi- 
ble for full service benefits on August 1, 1949. 

Single member income limits will be raised 
from $1500 to $2000 per year, and families with 
two or more participants will be raised from 
$2500 to $3000 per year. 

During the first three months of 1949 only 
20.2 per cent of the total payments to doctors 
were made for services rendered to persons with 
incomes below the original limits. 

Minnesota’s Blue Shield Plan is currently 
among the most rapidly expanding Plans in the 
country, having added 51,045 members during 
its first fifteen months of operation. 

HOUSE OF DELEGATES APPROVES BLUE 
SHIELD PLAN FOR SOUTH CAROLINA 
At its annual meeting in Myrtle Beach, 8S. C., 

on May 16-18, 1949, the House of Delegates of 

the South Carolina Medical Association approved 
the incorporation of South Carolina Medical 

Care Plan. 

A Board of Directors, including eight physi- 
cians and seven non-medical members, was elect- 
ed and given authority to incorporate the Plan 
immediately. At the first meeting of the Board 
of Directors in Columbia on May 22, 1949, J. D. 
Guess, M. D., Greenville, was elected President. 

Application for associate membership in As- 
sociate Medical Care Plans was authorized and 
later accepted by the Blue Shield Commission 
of A.M.C.P. at its Atlantie City meeting on 
June 4, 1949. 

Dr. Guess appointed several committees to 
complete details pertaining to subscribers’ cer- 
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tificates, agreements, 
financing, and general administration, which are 
to report in September. It is expected that the 
new Blue Shield Plan in South Carolina will be 
ready for business before the end of 1949. 

Blue Cross will be requested to enter into a 
joint operating agreement for the administra- 
tion of the new Plan. $10,000 has been author- 
ized as a capital loan by the state medical society 
to assist in financing the Plan during its initial 


participating physician 


period of operation. 


PORTABLE AUDIOMETER ANNOUNCED 
BY SONOTONE 

Filling a widespread demand in educational 
and health fields, Sonotone Corporation of Elms- 
ford, N. Y., leading manufacturer and distrib- 
utor of hearing aids and other auditory devices, 
today announced development of a portable, eco- 
nomical screening audiometer of the pure-tone 
type, the modern device for testing hearing. 

Use of an individual audiometer for screening 
tests of the hearing acuity of school children and 
other large groups is now recommended by most 
authorities in place of cumbersome group phono- 
graphic equipment or the old-fashioned tuning 
fork and watch tick tests. 

The new Sonotone Model 30 Screening Audi- 
ometer, moderately priced, not only provides 
highly aceurate tests of individual hearing but 
ean be easily carried, weighing on!y 12 pounds 
complete. Operated on long-life, self-contained 
batteries, it can be used with complete safety to 
make rapid examinations under all conditions 
without dependence on electrical outlets. 

The new device was especially designed for 
use in school hearing conservation programs but 
on the basis of advance showings to doctors, 
clinies and educators, it is also expected to prove 
invaluable to physicians, clinics, hospitals, pub- 
lic health departments, health and personnel de- 
partments of industrial organizations, university 
speech and hearing departments, social workers 
is con- 


and welfare and ecivie associations. It 


tained in a rugged case measuring only 17 inches 


long, six inches wide and seven inches high. Al- 
provides clinical 


though easy to operate, it 


audiometer accuracy standards. 


An audiometer eliminates guesswork in hear- 


ing tests by allowing the person being examined 
to listen to a scientifically produced and precise- 
ly regulated series of tone signals covering the 
frequency range of sounds we commonly hear 
in everyday life. By indicating to the operator 
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if he is unable to hear some of the signals, the 
person being tested supplies an appraisal of his 
hearing capabilities. 

In testing school children and other groups 
with the new audiometer, each person can be 
given a rapid yet individual screening test which 
will show whether a hearing loss is evident. 
Where losses are indicated, the impairments 
should then be re-examined more thoroughly 
to determine whether the loss is severe enough 
to warrant corrective and rehabilitative steps. 

The new audiometer was especially designed 
as a tool in the child hearing conservation pro- 
gram advocated by Sonotone’s President, Dr. 
Irving |. Schachtel, which calls for a hearing 
test for every school child in the country, at 
least once a year, for early discovery of hearing 
losses. If auditory impairments are detected at 
an early stage in life, Dr. Schachtel points out. 
remedial steps can be taken which may prevent 
the tragedy of serious hearing defects. 


BOOK REVIEW 
SHEARER’S MANUAL OF HUMAN DISSECTION—2nd dition 
Edited by Charles E. Tobin, Ph.D., Associate Professor. of An- 
atomy, University of Rochester School of Medicine and Dentis- 
try. The Blakiston Company, Philadelphia 5, Pa.. Toronto 2 
Canada. 79 illustrations; 286 pages; July 13, 1949. $4.50. 


This manual or dissecting guide is designed to 
facilitate and enhance instruction in gross ana 
tomic laboratories. It has achieved a workable 
balance between the amount of procedure for 
dissection and descriptive text. Designed to be 
an autonomous unit, this manual does not have 
to be used in conjunction with, or with reference 
to, any specifie descriptive text of human an- 
atomy. 

It gives the dissection procedure for the entire 
body and yet keeps the dissected parts in as 
near their normal relationships as possible, so 
that relationships as well as individual parts 
be studied. The instructor can adapt the 
plan of this manual to any sequence of regional 


can 


dissection. Text descriptions have been simpli 
fied and New 
concepts, developed since the first edition, are 


illustrations added. anatomical 
included. 

CONTENTS: Preface to 
Preface to First Edition; Introduction. 

Pectoral Region; Axilla; Triangles of Neck; 
Structures under Sternomastoid ; Sternoclavicu 
lar Articulation ; Root of Neck; Back; Head and 
Neck; Larynx; Thorax; Abdomen; Penis, Sero 
tum and Testes; Inguinal Region—Inguina! 
Hernia; Abdominal Cavity ; Diaphragm and Pos 
terior Abdominal Wall ; Perineum ; Pelvis Minor : 
Superior Extremity ; Inferior Extremity. Index 


Second Edition: 
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A high index of suspicion” a 


The difficulties and pitfalls in diagnosing amebiasis 
are stressed frequently in medical literature. 

““.. . despite the absence of a history of dysentery, 
amebiasis must be considered in the differential diag- 
nosis of many bizarre clinical syndromes. ... A high 
index of suspicion is the keynote of early diagnosis.””! 

In acute or latent forms of amebiasis, Diodoquin 
may be employed over prolonged periods. This high- 
iodine-containing amebacide “‘is well tolerated. ... 
The great advantage of this simple treatment is that 
in the vast majority, it destroys the cysts of E. Ais- 
tolytica and is, therefore, especially valuable in ster- 
ilizing ‘cyst-carriers.’ It can readily be taken by am- 
bulant patients and, therefore, eliminates the neces- 
sity of hospitalization.’’? 


Diodoquin 


(5,7-ditodo-8-hydroxyquinoline) 


1. Warshawsky, H.; Nolan, D. E., 
S EA R B E and Abramson, W.: Hepatic Com- 
plications of Amebiasis, New Eng- 


RESEARCH IN THE SERVICE OF MEDICINE nee hy aR tay 


2. Manson-Bahr, P.: Some Trop- 

: ae ical Diseases in General Practice: 
G. D. Searle & Co., Chicago 80, Illinois =A Seastiiee Kamen” Gleam 
M. J. 27:123 (May) 1946. 
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Alhydrox 


Builds solid immunity step by step 


Like Mr. McGinty’s brick wall which stands 
solidly against the ravages of time because he 
builds it carefully, solidly, brick upon brick, the 
immunity you build with CUTTER “ALHYDROX” 
vaccine is solid. - 


*Cutter trade name for aluminum hydroxide adsorbed products. 


“Alhydrox” is a CUTTER exclusive—developed and 
used exclusively by CUTTER for its vaccines and 
toxoids. It supplements the physician’s skill by 
producing these immunizing advantages: 


1. “Alhydrox” adsorbed antigens are released slowly from tis 
sue, giving the effect of small repeated doses. 


2. “Alhydrox", because of its more favorable pH, lessens pain 
on injection and reduces side reactions to a minimum. 


3. “Alhydrox” selectivity controls the absorption of antigens, 
reducing dosage volume while building a high antibody con- 
centration. Reduced volume means less tissue distention and 
less pain. 


CUTTER LABORATORIES + BERKELEY 10, CALIF, 


Specify “Alhydrox” when you order vaccines 


~moweesne’ CUTTER 
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ARIZONA MEDICAL ASSOCIATION 


MEMBERSHIP ROSTER 


Alphabetically Listed 
As of July 31st, 1949 


PRESIDENTS AND SECRETARIES OF THE Arnow, Davis I. 
COUNTY MEDICAL SOCIETIES wee - 
Atha, Henry G. 
APACHE: 901 W. Cz hell Ave 
: , alates 1901 . Campbell Ave. 
President—A. H. Dysterheft ..---.--MecNary Tucson 
Secretary—E. V. Browning.........Springerville Atonna, Guy B. 
COCHISE: Douglas 
President—E. W. Adamson ; Douglas Atwood, Harry D. 
Secretary—E. E. Royce = Douglas Ajo 
COCONINO: Axel, Benjamin J. 
President—M. G. Fronske... Flagstaff Tempe ; 
Secretary—J. H. Calley. Williams Baier, Frederic D. 
GILA: 1123 N. 7th St. 
President—A. J. Bosse _...Globe a ry W 
Secretary—N. D. Brayton.............. _..Miami Bailey, Perry W. 
- ’ 39 W. Adams 
GRAHAM: Phoenix 
President—F. W. Butler......... ....Safford Baker. John S 
secretary— =. Nelson...... .... Safford 9911 WN 1ath ¢ 
.<-yagenrs eel 2211 N. 16th St. 
GREENLEE: ; Phoenix 
President—A. E. Engelder....................Morenci Baker, Kenneth C. 
Secretary—Roy E. Burgess......................Clifton 729 N. 4th Ave. 
MARICOPA: Tucson 
President—E. Henry Running..............Phoenix Bakes, Edwin C. 
150 W. McDowell 15 East Monroe 
Secretary—G. G. McKhann -_Phoenix Phoenix 
15 E. Monroe Baldwin, Earl] R. 
MOHAVE: 110 S. Seott 
President—F. M. Findlay Kingman Tucson 
Secretary—W. F. Orlando ..Kingman Baldwin, Louis B. 


NAVAJO: 15 E. Monroe 


resident—M. G. Wrigh Winslow Phoenix 
President—M ‘ent en Ballard, Sidney W. 


XY any “1; > > 7 Tinc . 
ie H. B. Potthoff Winslow 828 N. Tyndall 
a saa : a Tucson 
President—Harry E. Thompson Tucson Bank, Joseph 
150 W. McDowell 800 N ‘Ist Ave 
Secretary—W. B. Steen Tucson Phoenix 7 : 
; 110 S. Scott Barfoot, G. Robert 
PINAL: 1313 N. 2nd St 
President—G. H. Walkev...... Coolidge Phoenix 
Secretary—Charles R. Law.. Coolidge Baritell, Harriet S. 
SANTA CRUZ: 1641 N. Tucson Blvd. 
President—L. B. Milton... Nogales Tucson 
Secretary—C. S. Smith...... Nogales Barker, Clyde J. 
YAVAPAI: 15 E. Monroe 
President—John W. Berg.... Clarkdale Phoenix 
Secretary—C. E. Yount......... Prescott Barker, Clyde J., Jr. 
YUMA: 15 E. Monroe 
President—J. F. Stanley......... ...Yuma Phoenix 
Secretary—James Volpe, Jr....... Yuma Barker, Robert D. 
15 E. Monroe 
_ - —_——- - Phoenix 
Barnes, Broda O. 
Aarni, John C. Anderman, Lorenz Kingman 
Ray 114 W. Adams Bassett, George O. 
Adams, Mabel I. Phoenix Prescott 
301 E. Bethany Home Andes, Jerome E. Bate, Thomas H. 
Road Wickenburg 15 E. Monroe 
Phoenix Antos. Robert J Phoenix 
Adamson, Edward W. 90 W River le Nhe Bates, William H. 
Douglas ~ abd -ve —-- Cottonwood 
Alessi, Nicolo V. — : Bean, Francis J. 
Douglas Armbruster, A. Carl Pima County General 
\llen, Francis W. 234 N. Central Ave. Hospital 
18 East 3rd Phoenix Tucson 
Tucson Armour, Paul S. Beaton, Lindsay E. 
\llen, James H. 543 E. McDowell 1650 N. Campbell 
Prescott Phoenix Tucson 


Beck, L. D. 
1626 N. Central 
Phoenix 

Beckwith, Harry S. 
Winslow 

Bendheim, Otto L. 
1515 N. 9th St. 
Phoenix 

Bennett, John K. 
721 N. 4th Ave. 
Tucson 

Bensema, Clarence E. 
1800 E. Speedway 
Tucson 

Berg, John W. 
Clarkdale 

Bernfeld, Michael 
123 S. Stone 
Tucson 

Bernstein, Dennis 
602 N. 4th Ave. 
Tucson 

Bewersdorf, Herman L. 
208 W. Glenrosa 
Phoenix 

Bewersdorf, Louise W. 
208 W. Glenrosa 
Phoenix 

Bishop, William A., Jr. 
1313 N. 2nd St. 
Phoenix 

Bishop, William E. 
Globe 

Blank, Edward 
733 W. McDowell 
Phoenix 

Bloom, Benson 
1641 N. Tucson Blvd. 
Tucson 

Bloomhardt, Samuel I. 
15 E. Monroe 
Phoenix 

Bock, Raymond F. 
123 S. Stone 
Tucson 

Boone, George D. 
601 E. 6th St. 
Tucson 

Borah, Charles E. 
15 B. Monroe 
Phoenix 

Born, Ernest A. 
Prescott 

Bosse, Alexander J. 
Globe 

Brady, Thomas A. 
650 S. Country Club Dr. 
Tucson 

Brainard, Hollis H. 
2440 E. 6th 
Tucson 

Bralliar, Floyd B. 
Wickenburg 

Brayton, Nelson D. 
Miami 

Brazie, Walter 
Kingman 
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Bregman, Edward H. 
521 E. Cheery Lynn 
Phoenix 

Brewer, William A. 
412 W. Roosevelt 
Phoenix 

Brinkerhoff, David E. 
926 E. McDowell 
Phoenix 

Brooks, Jack E. 

312 W. McDowell 
Phoenix 

Brown, Earl] H. 

130 S. Scott 
Tucson 

Brown, Preston T. 
1313 N. 2nd St. 
Phoenix 

Browne, Trevor G. 
543 E. McDowell 
Phoenix 

Browning, Ellis V. 
Springerville 

Bryant, Ira M. 

Mesa 

Burgess, Roy E. 
Clifton 

Butler, Fonzie W. 
Safford 


Cain, William C. 


uma 
Caldwell, Hayes W. 
15 E. Monroe 
Phoenix 
Calley, John H. 
Williams 
Campbell, Zeph B. 
15 E. Monroe 
Phoenix 


Caniglia, Sebastian R. 


543 E. McDowell 
Phoenix 

Carlson, Arthur C. 
Cottonwood 

Carlson, Donald G. 
543 E. McDowell 
Phoenix 

Carrada, Luis N. 
175 E. 12th St. 
Tucson 

Carrell, William D. 
123 S. Stone 
Tucson 

Carreras, Miquel A. 
130 S. Scott 
Tucson 

Case, Paul H. 
15 E. Monroe 
Phoenix 

Causey, Paul S. 
926 E. McDowell 
Phoenix 

Charvoz, Elton R. 
1103 E. Culver 
Phoenix 

Cheiker, Abraham 
Tempe 

Claypool, Lewis B. 
1313 N. 2nd St. @ 
Phoenix 

Cleveland, William H. 
1313 N. 2nd St. 
Phoenix 

Clohessy, Timothy T. 
15 E. Monroe 
Phoenix 
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Closson, Esther M. 
4 E. Congress 
Tucson 

Clyne, Meade 
110 S. Scott 
Tucson 

Cochran, Hiram D. 
110 S. Scott 
Tucson 

Cocuzzi, Frank A. 
Showlow 

Cogland, John L. 
15 E. Monroe 
Phoenix 

Cogswell, Howard D. 
2440 E. 6th 
Tucson 

Cohen, Matthew 
15 E. Monroe 
Phoenix 

Cohen, Morris D. 
1534 E. Speedway 


Tucson 

Collopy, Charles E. 
Miami 

Condon, Daniel J. 
15 E. Monroe 
Phoenix 

Conner, Sharrel K. 
926 E. McDowell 
Phoenix 

Corliss, Philip G. 
Somerton 

Costin, Max 
602 N. 4th Ave. 
Tucson 

Craig, Carlos C. 
1313 N. 2nd St. 
Phoenix 

Creighton, Carroll C. 
Flagstaff 

Cron, Cyril M. 
Miami 

Cruthirds, Archie E. 
15 E. Monroe 
Phoenix 

Cumming, Harry A. 
1313 N. 2nd St. 
Phoenix 

Cummings, Robert H. 
15 E. Monroe 
Phoenix 

Dagres, Lucille M. 
543 E. McDowell 
Phoenix 

Daniell, Charles B. 
Eloy 

Danto, Julius L. 
Holbrook 

Davis, Edward W. 
Avondale 

Davis, James G. 
2408 Hermosa Ave., 


Hermosa Beach, Calif. 


Davis, James W. 
33 E. Broadway 
Tucson 

Davis, Jasper W. 
McNary 

Davis, W. Claude 
33 E. Broadway 
Tucson 

Day, Merriwether L. 
926 E. McDowell 
Phoenix 

De Pinto, Angus J. 
15 E. Monroe 
Phoenix 


De Young, George M. 
521 E. 3rd St. 
Tucson 

Denninger, Henri S. 
Glendale 

Dixon, George L. 


744 N. Country Club Rd. 


Tucson 

Donahue, John L. 
4 E. Congress 
Tucson 

Douds, Howard N. 
123 S. Stone 
Tucson 

Duncan, Arnott K. 
Douglas 

Dysart, Palmer 
15 E. Monroe 
Phoenix 

Dysterheft, Arnold H. 
McNary 

Eckstein, Albert 
1515 N. 9th St. 
Phoenix 

Edel, Frank W. 
738 E. McDowell 
Phoenix 

Edwards, Bryant B. 
521 E. 3rd St. 
Tucson 

Edwards, Walter V. 
Cottonwood 

Ehrlich, Joseph C. 
1313 N. 2nd St. 
Phoenix 

Eisenbeiss, John A. 
926 E. McDowell 
Phoenix 

Emert, James T. 
1313 N. 2nd St. 
Phoenix 

Enfield, George S. 
15 E. Monroe 
Phoenix 

Engelder, Arthur E. 
Morenci 

Engle, David E. 
1619 N. Tucson Blvd. 
Tucson 

Fabric, Clarence C. 
120 S. Ist Ave. 
Phoenix 

Fahlen, Frederick T. 
112 N. Central Ave. 
Phoenix 

Faris, Hervey S. 
23 E. Ochoa 
Tucson 

Farness, Orin J. 
721 N. 4th Ave. 
Tucson 

Felch, Harry J. 
15 E. Monroe 
Phoenix 

Fillmore, Angus J. 
Mesa 

Findlay, Francis M. 
Kingman 

Fischer, Oscar G. 
Holbrook 

Fitzgerald, Guy H. 
1746 E. North St. 
Tucson 

Flinn, Robert S. 
15 E. Monroe 
Phoenix 

Flohr, Martin C. 
Tolleson 
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Flood, Clyde E. 
4 E. Congress 
Tucson 

Forster, Wesley G. 
543 E. McDowell 
Phoenix 

Foster, John 
543 E. McDowell 
Phoenix 

Foster, R. Lee 
15 E. Monroe 
Phoenix 

Fournier, Dudley T. 
15 E. Monroe 
Phoenix 

Franklin, Henry L. 
15 E. Monroe 
Phoenix 

Fraser, George 
620 N. Country Club R 
Tucson 

Frazier, V. Eugene 
Mesa 

French, Harry J. 
14 N. Central 
Phoenix 

Frissell, Ben Pat 
15 E. Monroe 
Phoenix 

Fronske, Martin G. 
Flagstaff 

Fulk, Mur] E. 
Glendale 

Fuller, Ralph H. 
St. Mary’s Hospital 
Tucson 

Furth, William G. 
11 W. Jefferson 
Phoenix 

Fusco, L. Donald 
315 E. Dunlap 
Phoenix 

Gain, Douglas D. 
15 E. Monroe 
Phoenix 

Galison, Louis 
Buckeye 

Gans, Carl H. 
Morenci 

Garrison, Isaac L. 
540 W. McKinley 
Phoenix 

Gaskins, Duke R. 
15 E. Monroe 
Phoenix 

Gatterdam, Eugene E. 
15 E. Monroe 
Phoenix 

Gatti, Frank G. 
Cook County Hospital 
Chicago, Illinois 

Gault, William H. 
3450 E. 3rd St. 
Tucson 

Gerlich, Norman A. 
Miami 

Gertner, Joseph 
Rt. 8, Box 537 
Tucson 

Gilbert, Gordon L. 
543 E. McDowell 
Phoenix 

Ginn, J. Allen 
750 E. McDowell 
Phoenix 

Gonzalez, Juan S 
Nogales 
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Goodman, Daniel H. 
112 N. Central Ave. 
Phoenix 

Goss, Harry L. 

316 W. McDowell 
Phoenix 

Gotthelf, Ed J. 

4 E. Congress 
Tucson 

Graham, Duncan G. 
Mesa 

Grauman, Samuel J. 
403 E. 5th St. 
Tucson 

Green, John R. 

15 E. Monroe 
Phoenix 

Green, Monroe H. 
1137 W. McDowell 
Phoenix 

Greer, Joseph M. 

15 E. Monroe 
Phoenix 

Gregg, Fred C. 

41 E. Jackson 
Tucson 

Gregg, Harold J. 

41 E. Jackson 
Tucson 

Gregory, T. Richard 
3515 N. 12th St. 
Phoenix 

Griess, Donald F. 
721 N. 4th Ave. 
Tucson 

Gudgal Harry B. 

15 E. Monroe 
Phoenix 

Gunter, Clarence 

Globe 


Haines, Ronald S. 
926 E. McDowell 
Phoenix 

Haislip, Donald B. 
15 E. Monroe 
Phoenix 

Hall, Kenneth E. 
540 E. Dunlap 
Phoenix 

Hall, Norman D. 
1313 N. 2nd St. 
Phoenix 

Hamer, Jesse D. 
15 E. Monroe 
Phoenix 

Hamer, John D. 
Lowell 

Hansen, Robert M. 
Douglas 


Harbridge, Delamere F. 


15 E. Monroe 
Phoenix 

Harker, Glenn L. 
Nogales 

Harper, Theodore C. 
Globe 

Harris, Ira E. 
Miami 

Harris, Karl S. 
15 E. Monroe 
Phoenix 

Hartgraves, Thomas A. 
926 E. McDowell 
Phoenix 

Hartman, George O. 
20 East Ochoa 
Tucson 
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Hartman, Stanford F. 
926 E. McDowell 
Phoenix 

Hastings, Robert E. 
1811 E. Speedway 
Tucson 

Hausmann, Richard K. 
110 S. Scott 
Tucson 

Hayden, Edward M. 
23 E. Ochoa 
Tucson 

Hayhurst, Darrell E. 
1717 E. Speedway 
Tucson 

Haynes, Bertram P. 
Buckeye 

Heim, Delmer J. 
110 S. Scott 
Tucson 

Helm, Hugh M. 
Douglas 

Henderson, Charles E. 
738 E. McDowell 
Phoenix 

Herbst, Kenneth A. 
1502 W. Catalina 
Phoenix 

Herzberg, Benjamin 
1313 N. 2nd St. 
Phoenix 

Hess, George H. 
Bisbee 

Hewitt, W. Roy 
110 S. Scott 
Tucson 

Hill, Donald F. 

2430 E. 6th St. 
Tucson 

Hilton, Robert K. 
Litchfield Park 

Hirsch, Louis 


Tucson Medical Center 


Tucson 
Holbrook, W. Paul 
2430 E. 6th St. 

Tucson 

Holmes, Carl A. 
1401 N. 7th Ave. 
Phoenix 

Holmes, Fred W. 
15 E. Monroe 
Phoenix 

Holton, Stanley W. 
Reynolds Metal Co. 
Phoenix 

Honsik, Frank J. 
4308 N. 7th Ave. 
Phoenix 

Hopkins, Doris F. 
15 E. Monroe 
Phoenix 

Horvath, Charles N. 
2930 N. 24th St. 
Phoenix 

Hough, Henry A. 
Prescott 

Houle, Emile C. 
Nogales 

Hoyt, Dorsey R. 
15 E. Monroe 
Phoenix 

Huestis, Charles B. 
Hayden 

Hughes, Thomas J. 
Tempe 


Hurianek, Zdenka A. 
15 E. Monroe 
Phoenix 

Hussong, Ruland W. 
15 E. Monroe 
Phoenix 


Irvine, George B. 


empe 

Irwin, Ralph T. 
Yuma 

Jacobs, Jesse E. 
Miami 

James, David C. 
1103 E. Culver 
Phoenix 

James, Howard C. 


620 N. Country Club Rd. 


Tucson 

Jarrett, Paul B. 
543 E. McDowell 
Phoenix 

Jeffery, Millard 
517 W. McDowell 
Phoenix 

Jeffery, Vogel J. 
Gila Bend 

Jekel, Louis G. 
15 E. Monroe 
Phoenix 

Jennett, Raymond J. 
543 E. McDowell 
Phoenix 

Johnson, James L. 
15 E. Monroe 
Phoenix 

Johnson, Paul A. 
25 W. McDowell 
Phoenix 

Johnson, Phillip L. 
928 W. McDowell 
Phoenix 

Johnson, William A. 
Glendale’ 

Jolley, Elvie B. 
Jerome 

Jones, Robert E. 
1313 N. 2nd St. 
Phoenix 

Jordan, Fred C. 
15 E. Monroe 
Phoenix 

Joseph, Samuel R. 
711 W. Thomas Rd. 
Phoenix 

Kahn, Ephriam 
522 N. Tucson Blvd. 
Tucson 

Kalil, Charles 
14 N. Central Ave. 
Phoenix 

Kane, Carl L. 
Bingham Hospital 
Bingham, Utah 

Katz, Louis 


802 E. Indian School Rd. 


Phoenix 

Kaye, Jerome 
1313 N. 2nd St. 
Phoenix 

Keller, Robert S. 
Safford 

Kent, Leo J. 
2430 E. 6th St. 
Tucson 

Kent, Melvin L. 
Mesa 


Ketcherside, Hilary D. 
800 N. Ist Ave. 
Phoenix 

Kilgard, Frank M. 
913 N. 3rd St. 
Phoenix 

Kingsley, Alfred C. 
15 E. Monroe 
Phoenix 

Kinkade, Joseph M. 
123 S. Stone 
Tucson 

Kitt, W. Stanley 
4 E. Congress 
Tucson 

Kittredge, Daniel W., Jr. 
Flagstaff 

Klein, Jack 
2219 S. Sixth Ave. 
Tucson 

Knight, Frederick W. 
Safford 

Kober, Leslie R. 

15 E. Monroe 
Phoenix 

Kohl, Harold W. 
1811 E. Speedway 
Tucson 

Kolins, Nathan S. 
415 E. 5th St. 
Tucson 

Kosanke, Harold R. 
110 S. Scott St. 
Tucson 

Kripke, Morton J. 
206 E. Main 


Mesa 

Kroeger, Hilda H. 
789 Howard Ave. 
New Haven, Conn. 

Kruglick, John S. 
1313 N. 2nd St. 
Phoenix 

Kuhlman, Clarence H. 
721 N. 4th Ave. 
Tucson 

Laidlaw, Elizabeth H. 
2422 E. Helen 
Tucson 

Lamb, Harold L. 
80 S. Stone 
Tucson 

Lambrecht, Bert E. 
Miami 

Laugharn, Charles H. 
Clifton 

Law, Charles R. 
Coolidge 

Lawshe, Roger D. 
Williams 

Lehmberg, Harry B. 
Casa Grande 

Lemmle, Malwina T. 
525 E. Speedway 
Tucson 

Lentz, Joseph S. 
543 E. McDowell 
Phoenix 

Leonard, Robert E. 
Globe 

Lesemann, Frederick J. 
1627 N. Tucson Blvd. 
Tucson 

Levick, Alfred D. 
1137 W. McDowell 
Phoenix 
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Lewis, Charles J. 

Utah Const. Co. 
Hospital 

Davis Dam, Nevada 

Lewis, Donald B. 
123 S. Stone 
Tucson 

Lewis, Leo L. 
Winslow 

Lieberman, Arnold L. 
2720 E. Broadway 
Tucson 

Lightner, Clarence M. 
Yuma 

Lindberg, A. Ludwig 
721 N. 4th Ave. 
Tucson 

Littlefield, Jesse B. 
2432 E. 6th St. 
Tucson 
ooney, Robert N. 
Prescott 

Loveless, Phil H. 
543 E. McDowell 
Phoenix 

Lovre, Stanton C. 
Morenci 

Lutfy, Louis P. 
301 W. McDowell 
Phoenix 

Lyon, William R. 
316 E. Speedway 
Tucson 

Lytton-Smith, James 
926 E. McDowell 
Phoenix 

Mahoney, Dan L. 
1 E. Congress 
Tucson 

Mahoney, Vernon L. 
614 N. 4th Ave. 
Tucson 

Mandel, Meyer M. 
909 E. Speedway 
Tucson 

Manning, Wilkins R. 
620 N. Country Club 

Road 

Tucson 

Manoil, Lazarus 
34 W. Lynwood 
Phoenix 

Marcus, David 
3935 E. Pima Ave. 
Tucson 

Marsh, L. Cody 
123 S. Stone 
Tucson 

Matanovich, Mihajlo 
15 E. Monroe 
Phoenix 

Matts, Robert M. 
Yuma 

Maxwell, George E. 
Coolidge 

Mayne, Richard H. 
1515 N. 9th St. 
Phoenix 

McCracken, Paul W. 
116 S. 12th Ave. 
Phoenix 

McFarland, Paul E. 
509 W. McDowell 
Phoenix 

McGilvra, Raymond I. 

307 E. Indian School 
Road 

Phoenix 






McGovern, Teresa 
2516 E .8th St. 
Tucson 

McGrath, William B. 
Route 2, Box 442-A 
Phoenix 

McIntyre, Arthur J. 
11 W. Jefferson 
Phoenix 

McKenna, John F. 
15 E. Monroe 
Phoenix 

McKeown, Hilton J. 
926 E. McDowell 
Phoenix 

McKhann, George G. 
15 E. Monroe 
Phoenix 

McNally, Joseph P. 
Prescott 

McVay, L. Clark 
15 E. Monroe 
Phoenix 

Medigovich, Dushan V. 
15 E. Monroe 
Phoenix 

Melick, Dermont W. 
15 E. Monroe 
Phoenix 

Melton, Bernard L. 
15 E. Monroe 
Phoenix 

Meredith, Daniel T. 
234 N. Central Ave. 
Phoenix 

Merrill, Marriner W. 
800 N. Ist Ave. 
Phoenix 

Meyer, Wallace M. 
15 E. Monroe 
Phoenix 

Mezera, Lad R. 
Capitol Annex 
Phoenix 

Mikell, John S. 

1811 E. Speedway 
Tucson 

Milloy, Frank J. 

15 E. Monroe 
Phoenix 

Mills, C. Selby 
926 E. McDowell 
Phoenix 

Milton, Lee B. 
Nogales 

Miyauchi, Yukio 
Glendale 

Moats, Dean Terry 
1626 N. Central Ave. 
Phoenix 

Mock, Delmar R. 
Patagonia 

Montgomery, Robert E. 
Douglas 

Moore, James R. 

15 E. Monroe 
Phoenix 

Moore, Robert L. 

15 E. Monroe 
Phoenix 

Mullinex, Merlin E. 
Prescott 

Mulsow, John E. 
3362 N. 46th St. 
Milwaukee, Wisconsin 

Nagoda, Ed J. 

4 E. Congress 
Tucson 
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Neff, Bayard L. 
Mesa 

Neffson, A. Harry 
2510 E. 6th St. 
Tucson 

Nelson, Donald E. 
Safford 

Nelson, Willis J. 
15 E. Monroe 
Phoenix 


Neubauer, Darwin W. 


101 E. 5th St. 
Tucson 

Nevins, Charles R. 
2258 N. 15th Ave. 
Phoenix 

Nevins, Roscoe C. 


6209 S. Central Ave. 


Phoenix 

Newcomb, Charles J. 
620 N. Country Club 

Road 

Tucson 

Noon, Zenas B. 
Nogales 

O’Brien, Walter M. 
Globe 

O’Connor, Michael J. 
4 E. Congress 
Tucson 

Ohl, Howard J. 
25 W. McDowell 
Phoenix 

O'Neil, James T. 
Casa Grande 

Omer, Joy A. 
t E. Congress 
Tucson 

Orlando, William F. 
Kingman 

Ovens, James M. 
926 E. McDowell 
Phoenix 

Owens, Lincoln L. 
Tombstone 

Oyler, Raymond F. 
130 S. Scott 
Tucson 

Palmer, E. Payne 
15 E. Monroe 
Phoenix 

Palmer, E. Payne, Jr. 
15 E. Monroe 
Phoenix 

Palmer, Maxwell R. 
521 E. 3rd St. 
Tucson 

Palmer, Paul V. 
15 E. Monroe 
Phoenix 

Palmer, Ralph F. 
15 E. Monroe 
Phoenix 

Parrish, Frederick W. 
Bowie 

Pasternack, Bernard 
522 N. Tucson Blvd. 
Tucson 

Patterson, John H. 
234 N. Central Ave. 
Phoenix 

Patterson, William B. 
Mesa 

Payne, William G. 
Tempe 

Peterson, Claude H. 
Winslow 
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Peterson, Kenneth 
7 W. McDowell 
Phoenix 

Phillips, Eileen A 
522 N. Tucson Blvd, 
Tucson 

Phillips, Robert T 
150 W. McDowe!l 
Phoenix 

Phillips, William A. 
Yuma 

Piepergerdes, Clarence ( 
Bisbee 

Ploussard, Charles N. 
15 E. Monroe 
Phoenix 

Podolsky, Abe I. 
Yuma 

Pohle, Charles L. von 
Chandler 

Pohle, Ernest E. 
Tempe 

Polson, Donald A 
800 N. Ist Ave. 
Phoenix 

Porter, Dwight H 
800 N. Ist Ave. 
Phoenix 

Potthoff, Herbert B 
Holbrook 

Powell, Charles S 
Yuma 

Powell, Melvin J. 
Litchfield Park 

Present, Arthur |. 
23 E. Ochoa 
Tucson 

Presson, Virgil G 
130 S. Scott 
Tucson 

Price, Robert A. 
2258 N. 15th Ave. 
Phoenix 

Purcell, George W. 
131 S. Scott 
Tucson 

Purcell, Howard M. 
330 W. McDowell 
Phoenix 

Pyre, Jackman 
123 S. Stone 
Tucson 

Ramenofsky, Abraham] 
39 W. Adams 
Phoenix 

Randall, George E. 
15 N. 17th Ave. 
Phoenix 

Randolph, Howell $ 
15 E. Monroe 
Phoenix 

Reed, Wallace A. 
926 E. McDowell 
Phoenix 

Reese, Forrest L. 
15 E. Monroe 
Phoenix 

Reichert, Jacob 
301 W. McDowell 
Phoenix 

Reinoehl, Warren L 
800 N. Ist Ave 
Phoenix 

Rhu, Herman S. 
130 S. Scott 
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Rice, Alfred G. 
Chandler 

Rice, Hal W. 
Bisbee 

Rice, Herbert R. 
Flagstaff 

Rice, Philip E. 
Glendale 

Richter, Maurice R. 
St. Joseph’s Hospital 
Phoenix 

Ricker, John H. 
926 E. McDowell 
Phoenix 

jhtider, Robert E. 
Yuma 

Risser, Christian F. 
338 E. Dunlap 
Phoenix 

Robb, Mayo 
15 E. Monroe 
Phoenix 

htobbins, Clarence L. 
1641 N. Tucson Blvd. 
Tucson 

Robinson, John §. 
Bisbee 

Rogers, George K. 
926 E. McDowell 
Phoenix 

Rosenquist, W. Royal 
Scottsdale 

Rosenthal, Maurice 
543 E. McDowell 
Phoenix 

Ross, Norman A. 
15 E. Monroe 
Phoenix 

Rothman, Samuel I. 
1617 E. McDowell 
Phoenix 

Rowley, Thomas O. 
Mesa 

Royce, Emery E. 
Douglas 

Rudolph, Charles W. 
12 E. 3rd St. 
Tucson 

Rudolph, Royal W. 
1627 N. Tucson Blvd. 
Tucson 

Running, E. Henry 
150 W. McDowell 
Phoenix 

Rupp, John J. 
2265 N. Norris Ave. 
Tucson 

Ryerson, Paul M. 
1505 E. McDowell 
Phoenix 

Saba, Joseph, 
Bisbee 

Sanders, Zack W. 
330 W. McDowell 
Phoenix 

Sanger, Stuart 
123 S. Stone 
Tucson 

Sarlin, Charles N. 
123 S. Stone 
Tucson 

Saylor, Blair W. 
130 S. Scott 
Tucson 

Schell, Donald E. 
123 S. Stone 
Tucson 
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Schnabel, Garfield P. 
Superior 

Schoffman, William F. 
926 E. McDowell 
Phoenix 

Schnur, Leo 
Grand Canyon 

Schroeder, William F. 
926 E. McDowell 
Phoenix 

Schultz, William M. 
110 S. Scott 
Tucson 

Schutzbank, Friedel B. 
4065 E. Cooper 
Tucson 


Schwartzmann, John R. 


433 N. Tucson Blvd. 
Tucson 

Sechrist, Charles W. 
Flagstaff 

Secrist, Delbert L. 
123 S. Stone 
Tucson 

Semoff, Milton 
522 N. Tucson Blvd. 
Tucson 

Shembab, Cecilia H. 
926 E. McDowell 
Phoenix 

Shepard, William R. 
Prescott 

Sherrill, Walter P. 
342 W. McDowell 
Phoenix 

Shetter, George A. 
123 S. Stone 
Tucson 

Shoun, Alexander N. 
1800 E. Speedway 
Tucson 

Shultz, William G. 
2448 E. 6th St. 
Tucson 

Shupe, Reed D. 
1103 E. Culver 
Phoenix 

Sickler, James R. 
123 S. Stone 
Tucson 

Siegal, Henry A. 
15 E. Monroe 
Phoenix 

Singer, Paul L. 
39 W. Adams 
Phoenix 

Smelker, Van A. 
4 E. Congress 
Tucson 

Smith, Charles S. 
Nogales 

Smith, Leslie B. 
926 E. McDowell 
Phoenix 

Snyder, Bertram L. 
15 E. Monroe 
Phoenix 

Snyder, William 


Cincinnati Gen’l. Hospital 


Cincinnati 29, Ohio 
Sobol, Jacob M. 
112 N. Central Ave. 
Phoenix 
Soloman, David M. 
123 S. 3rd St. 
Phoenix 


Sommerfield, William A. 


105 E. Yavapai Rd. 
Tucson 

Southworth, Harry T. 
Prescott 

Sprague, Lavern D. 
110 S. Seott 
Tucson 

Stacey, John W. 
1613 N. Tucson Blvd. 
Tucson 

Stanford, Henry J. 
614 N. 4th Ave. 
Tucson 

Stanley, John F. 
Yuma 

Starns, Charles E. 
520 N. Park Ave. 
Tucson 

Steen, William B. 
110 S. Seott 
Tucson 

Steffens, Henry J. J., Jr. 
15 E. Monroe 
Phoenix 

Stephens, Charles, A. L. 
2430 E. 6th St. 
Tucson 

Stern, Morris E. 
1313 N. 2nd St. 
Phoenix 

Stevens, Robert H. 
1313 N. 2nd St. 
Phoenix 

Stevenson, Arthur C. 
750 E. McDowell 
Phoenix 

Steward, Bernice L. 
Coolidge 

Steward, Gus B. 
Coolidge 

Stolfa, Laddie B. 
926 E. McDowell 
Phoenix 

Stolz, Harold F. 
614 N. 4th Ave. 
Tucson 

Storts, Brick P. 
1811 E. Speedway 
Tucson 

Stratton, J. Newton 
Safford 

Stratton, Robert A. 
Yuma 

Strauss, James F. 
721 N. 4th Ave. 
Tucson 

Strode, Willard L. 


2412 N. Campbell Ave. 


Tucson 

Stump, Robert M. 
3301 W. Van Buren 
Phoenix 

Sturges, Harold J. 
Yuma 

Sult, Charles W. 
15 E. Monroe 
Phoenix 

Sult, Charles W., Jr 
15 E. Monroe 
Phoenix 

Sussman, Marcy 
800 N. Ist Ave. 
Phoenix 

Swasey, Lloyd K. 
15 E. Monroe 
Phoenix 


Swenson, Alvin L. 
1313 N. 2nd St. 
Phoenix 

Tappan, Vivian T. 
2350 E. Elm 
Tucson 

Thayer, Kent H. 
1313 N. 2nd St. 
Phoenix 

Thoeny, Oscar W. 
1313 N. 2nd St. 
Phoenix 

Thomas, Charles A. 
130 S. Scott 
Tucson 

Thomas, Naugle K. 
130 S. Scott 
Tucson 

Thompson, Alden B. 
168 W. Broadway 
Tucson 

Thompson, Harry E. 
435 N. Tucson Blvd. 
Tucson 

Thompson, Hugh C. 
110 S. Scott 
Tucson 

Toland, Virgil A. 
509 W. McDowell 
Phoenix 

Tompkins, Lucian M. 
Gilbert 

Townsend, Samuel D. 
309 E. Congress 
Tucson 

Truman, George C. 
Mesa 

Tucker, William P. 
Florence 

Tuthill, Alexander M. 
15 E. Monroe 
Phoenix 

Tuveson, Leo L. 

800 N. Ist Ave. 
Phoenix 

Ure, William C. 

620 N. Country Club Rd. 
Tucson 

Urry, Audrey Glen 
6540 N. 14th St. 
Phoenix 

Utzinger, Otto E. 
Ray 


Van Epps, Charles E. 
1313 N. 2nd St. 
Phoenix 

Van Ravenswaay, Arie C. 
2430 E. 6th St. 
Tucson 

Vernetti, Lucy A. 

543 E. McDowell 
Phoenix 

Veseth, Myron E 
Malto, Montana 

Vivian, Charles W. 
412 W. Roosevelt 
Phoenix 

Volpe, James, Jr. 
Yuma 

Waddell, Emmett P. 
1115 E. 6th St. 
Tucson 

Wagner, Alphonse J. 
129 S. Scott 
Tucson 

Walker, Glen H. 
Coolidge 
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Wall, Mark H. 
Mesa 

Walsh, James S. 
Douglas 

Walton, Robert E. 
1029 N. 15th Ave. 
Phoenix 

Ward, James P. 
State Building 
Phoenix 

Warrenburg, Clarence B. 
926 E. McDowell 
Phoenix 

Waskow, Eleanor A. 
412 W. Roosevelt 
Phoenix 

Watkins, Evelyn G. 
522 N. Tucson Blvd. 
Tucson : 

Watkins, William W. 
1313 N. 2nd St. 
Phoenix 

Watson, Clyde E. 
Stonega, Va. 

Webster, Clara S. 
4 E. Congress 
Tucson 

Welbourn, Marshall A. 
Bisbee 

Welsh, Herbert D. 
522 N. Tucson Blvd. 
Tucson 
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West, James H. 
721 N. 4th Ave. 
Tucson 

West, Oscar C. 
710 E. Culver 
Phoenix 

Westervelt, Marcus W. 
Tempe 

Wheeler, Norman O. 
Globe 

Whitehill, Jules L. 
2402 E. Broadway 
Tucson 

Whitelaw, Maurice J. 
412 W. Roosevelt 
Phoenix 

Wicks, William J. 
1313 N. 2nd St. 
Phoenix 

Williams, Henry G. 
926 E. McDowell 
Phoenix 

Williams, Marguerite 
1 E. Congress 
Tucson 

Williams, Norman L. 
1505 W. Thomas Rd. 
Phoenix 

Williams, Onie O. 
St. Joseph’s Hospital 
Phoenix 

Williamson, George A. 
800 N. Ist Ave. 
Phoenix 


Wilmoth, Thomas C. 
2040 Encanto Dr. 
Phoenix 

Wilson, Redford A. 
130 S. Scott 
Tucson 

Witzberger, C. Michael 
522 N. Tucson Blvd. 
Tucson 

Woern, William H. 

15 E. Monroe 
Phoenix 

Wood, Harold J. 

Good Samaritan 
Hospital 
Phoenix 

Woodard, Julius H. 
188 N. Church St. 
Tucson 

Woodman, Thomas W. 
800 N. Ist Ave. 
Phoenix 

Wormley, Lowell C. 
1202 E. Washington 
Phoenix 

Wright, Myron C. 
Winslow 

Yount, Clarence E. 
Prescott 

Yount, Clarence E., Jr 
Prescott 


- Yount, Florence B. 


Prescott 
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Zemsky, Boris 
522 N. Tucson Blvd 
Tucson 

Zinn, Peter P. 
Bisbee 


Associate Members 
Callander, Russel! J 
Tucson (Mountain 
Home, Tenn. 
Howard, Lewis H 
161 W. Alamed 
Tucson 
Jones, W. Ansel 
Winslow 
Salsbury, Clarence G 
Ganado 


Affiliate Members 

Bigglestone, Harry ( 
Tucson 

Gilbert, Kramer 
Chandler 

Hyman, Mayer 
Tucson 

Knotts, Roy R. 
Yuma 

Lee, Joseph G. 
Tucson 

Oatway, William H 
Tucson 








Doctors, kindly notify us of any corrections. They will be rectified in the September issue of the 


Arizona Medicine Journal. 
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LABORATORY AND X-RAY 


Diagnostic Procedures of All Types 
Clinical Laboratory Tests 
Basal Metabolism 


Electrocardiography Electroencephalography 
RADIUM and X-RAY 
THERAPY 


at 


PATHOLOGICAL LABORATORY 


507 Professional Building 


Telephone 3-4105 


or 


MEDICAL CENTER X-RAY LABORATORY 


1313 North Second Street 


Telephone 8-3484 


PHOENIX, ARIZONA 
* 


W. Warner Watkins, M. D., Director 
R. Lee Foster, M. D., Radiologist 
Douglas D. Gain, M. D., Radiologist 
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Professional Men’s Group Program 
Available to All Eligible Members of 


ARIZONA MEDICAL, LEGAL 
AND DENTAL PROFESSION 





Lifetime 
Benefits 4 


we 
le\ 


NON-CANCELLABLE AND GUARANTEED ar 


RENEWABLE FEATURES ” 


Pays benefits for both sickness and accidents. - 
Carries full waiver of premium for total permanent disability. 
Policy pays disability benefits regardless of whether disability is immediate. acti 
Policy does not automatically terminate at any age. and 
Monthly benefits, $400.00; double indemnity, $800.00. om 
Additional benefits, $200.00 per month while in hospital. Dey 
Accident death benefits, $10,000.00; double indemnity, $20,000.00. T 


Mutual Benefit and United Benefit licensed in every state in the U.S. A. tion 
Hea 


A Special - — 511 No. Central Ave. 


Disability , ED =) BENt iin table 
Program N 1T ae ER enix, na 
for Your NI F eTRetmance, note Hines, Siete Map. 

Professional ' Harry Owen, Mgr. 





Professional Group 














SUNNYSLOPE DRUG STORE A & A AMBULANCE 


Ethical Pharmacists 


A lete Li f Ampuls, Biologicals, DAY — NIGHT 
Complete Line of Ampu iologi , aie 


and Prescription Stock 


PURITY RK ACCURACY Oxygen Therapy Private Ambulance eins 
Sickroom Supply Rental King 


N. 7th Street and Dunlap Tucson, Arizona repr 


Phone 5-2062 Sunnyslope, Arizona DELL AEGERTER Phone 155 of PI 
direc 
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PERSONAL NOTES 


The new administrator of the Tucson Medical 
Center is DR. MARTIN F. HEIDGEN of Elm- 
hurst, Illinois. He succeeds Dr. Clyde Fox who 
has recently resigned. 

Dr. Heidgen is a native of Milwaukee, Wiscon- 
sin. He graduated from Marquette and obtained 
his medical degree from the University of Chi- 
cago. He studied hospital administration later at 
Chicago and Cornell, and his work at Elmhurst 
for 17 years has been as the superintendent of 
the DuPage County Memorial Hospital. 

Dr. Heidgen is a member of several medical 
and hospital associations. He is a member of the 
editorial advisory board of “Hospital Manage- 
ment.” He was a major in the medical corps dur- 
ing World War II. 


\ great many Arizona physicians have been 
saddened by the death of DR. MILDRED T. 
WOOLLEY in Long Beach, California. Dr. Wool- 
lev was the widow of the late Dr. Paul Woolley, 
a nationally known tuberculosis specialist. She 
was educated at the Universities of California 
and Michigan, and had a doctorate in 
health. 

Dr. Woolley engaged in laboratory research at 
the Desert Sanatorium in Tucson during the 
1930’s. In July 1941 Dr. Woolley was appointed 
acting director of the Arizona State Laboratory, 
and served until 1944 during the director’s ab- 
sence in the armed services. She has been di- 
rector of laboratories for the Long Beach Health 
Department since then. 


The Hospital Advisory Survey and Construc- 
tion Council the State Department of 
Health in the allocation of funds, development 
of policy, etc. The ex-officio chairman is DR. J. 
P. WARD, and the medical members include 
DR. C. B. SALSBURY, of Ganado; DR. J. P. 
McNALLY of Prescott, and DR..W. DALE JAMI- 
SON of Phoenix. Miss Jane Rider is director of 
a similar division of the A.S.D. of H. 


assists 


The second annual HEALTH EDUCATION 
WORKSHOP was held at Arizona State College 
at Tempe, June 20-23. FRANK R. WILLIAMS, 
M.S.P.H., Director of the Division of Health Edu- 
cation, A.S.D. of H., was in charge. Among the 
consultants were DR. T. H. BUTTERWORTH of 
the U.S.P.H.S.; DR. DONALD DUKELOW of the 
A.M.A.; MR. SIMON McNEELY of the U.S. Office 
of Health Education, and DR. JOHN L. MILLER 
of Great Neck, N. Y. 


The National Tuberculosis Association has an- 
nounced the election of DR. BRODA BARNES of 
Kingman, Arizona, as a member of its board of 
representative directors. DR. FRED G. HOLMES 
of Phoenix has been named as one of the new 
directors-at-large. 


public 


DR. CHARLES C. HEDGES, who joined the 
State Department of Health in April as director 
of the preventable disease section, has a notable 
record in pubilc health work and administra- 
tion. He has recently been superintendent .of the 
Santa Barbara General Hospital, and previously 
had held positions as assistant medical director 
of Johns Hopkins Hospital; superintendent of the 
Babies’ Hospital, Columbia University Presby- 
terian Medical Center; superintendent Roosevelt 
Hospital, New York City; field worker for the 
Rockefeller Foundation and City Health Officer 
for Savannah, Ga. 


DR. HARRY EBBS, assistant professor of Pedi- 
atrics and senior physician at the Hospital for 
Sick Children in Toronto, Canada, gave a clinic 
of two sessions for the Arizona Pediatric Society. 


The article in the May issue of ARIZONA MED- 
ICINE on aseptic technic for tuberculosis has 
been selected for abstracting and national dis- 
tribution in November by the National Tubercu- 
losis Association. The author, DR. W. H. OAT- 
WAY, JR., of Tucson, is on leave at Barlow San- 
atorium in Los Angeles. 


The SALT RIVER BLOOD BANK has been es- 
tablished in a similar manner to the Southern 
Arizona Regional program. The American Red 
Cross is the sponsor. The two banks have made 
a reciprocal agreement for help in case of 
emergency in either area. 


Two physicians from San Diego County, Cali- 
fornia, have retired from practice and moved to 
the Tucson area. DRS. ROBERT E. MERRITT 
and L. W. MANSUR have purchased a ranch on 
the Bear Canyon road. 


A cross-sectional sanitation survey in Maricopa 
county has demonstrated a notable change dur- 
ing the past two years. The food and drink es- 
tablishments now have a 67 per cent rating as 
compared to 48 per cent in March 1947. The sur- 
veys are made by the state health department. 


DRS. LEWIS HOWARD, EDWARD BRUEN- 
ING, and ELIZABETH LAIDLAW discussed the 
proposed plans for a health program and revolv- 
ing health fund for the Pima County and Tucson 
city schools at a recent school meeting in Uni- 
versity Heights. 


A severe outbreak of intestinal diseases oc- 
curred in Pinal and Maricopa counties in. June. 
The cases included dysentery and paratyphoid 
infections, and were blamed on contaminated 
food and polluted water. Most of them occurred 
in areas with poor sanitary facilities, and the in- 
vestigation was led by DR. H. GILBERT CRE- 
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DIAGNOSTIC LABORATORY 
JOHN FOSTER, M.D., Radiologist © MAURICE ROSENTHAL, M. D., Pathologist 


DIAGNOSTIC X-RAY 
X-RAY & RADIUM THERAPY 


CLINICAL PATHOLOGY 
E. K. G. B. M. R. 


Med cal Arts Building, 543 E. McDowell Road, Phoenix, Arizona. Phone 2-3114 











PRESCRIPTION 


Complete line of THE CLINICAL LABORATORY 


Hospital Beds, Crutches, Trusses and LABORATORY HOME SERVICE 
Surgical Garments 


KELLY’S PRESCRIPTION SHOP “504 North Central Avenue 


45 East Broadway Phone 3-4701 2-5413 
TUCSON PHOENIX, ARIZONA 


D. F. Scheigert L. J. McKenna 























You Are Cordially Invited To Inspect The New 
TUCSON SANITARIUM 
2607 No. Warren, Corner of Copper 


Member of the American Hospital Association 
Nile M. Robson - Director Telephone 5-2619 
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CELIUS, director of the state laboratories. There 
were many cases among the San Carlos Indians 
including numerous infants; DR. SANDOR 
SAZITTYA was the federal medical officer in 
charge on the reservation. The death of many 
infants in Phoenix made the outbreak the worst 
in years. 


A new 55-bed hospital is nearing completion in 
the Arizona State Prison in Florence. It is being 
built by the prisoners, and is chiefly for care 
of the tuberculous. 


More than 300,000 case-finding x-rays had been 
taken by June Ist, 1949 since the onset of the 
state program in May 1945 by the Department 
of Health. 


The board of control of the ARIZONA STATE 
HOSPITAL FOR THE INSANE has ordered sev- 
eral vital medical personnel increases and busi- 
ness office changes. A full-time dentist, as re- 
quired by law, is to be employed. The staff is 
to be increased from six to eleven physicians. A 
staff of surgeons is to be established, using the 
funds which have been voted for “advanced cura- 
tive treatment.’ An out-patient social service 
officer is to be appointed to maintain contact 
with applicant and discharged patients. An of- 
fice manager with C. P. A. training is to be 
obtained. 


Election to membership in the American 
Radium Society at its annual meeting in Atlantic 
City June 1949, has been bestowed on R. LEE 
FOSTER, Phoenix. 


A three-year residency in dermatology has 
been started by DR. WM. SNYDER, Phoenix. The 
study is at the Cincinnati General Hospital, Cin- 
cinnati, Ohio. 


The following Arizona physicians attended the 
Ninety-eighth Annual Session of the American 
Medical Association in Atlantic City June 7-10, 
1949: 

PHOENIX:—F. D. Baier, Joseph Bank, S. R. 
Caniglia, Robert S. Flinn, R. Lee Foster, Jesse 
Hamer, R. I. McGilvra, Wm. Snyder, Robert H. 
Stevens, C. E. VanEpps and J. P. Ward. 

TUCSON:—S. Altshuler, C. H. Arnold, E. Mc- 
Classon, Donald F. Hill, J. J. Rupp, D. L. Secrist, 
C. E. Starns, A. B. Thompson and M. S. Williams. 

SOMERTON:—P G. Corliss. 

MESA:—Melvin L. Kent. 

WHIPPLE:—Morris Rubenstein. 

YUMA:—Ralph T. Irwin, James Volpe, Jr. 


DR. JESSE HAMER, Phoenix, 
from the Arizona Medical Association to 
A.M.A. House of Delegates. 


was delegate 
the 


DR. D. F. HILL and W. P. HOLBROOK, Tuc- 
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have you ever seen a 
hammer strike & 
an eyeglass lens SJ: 

»+ And NOT break it? 

have you ever seen 

a lens that is half 

the weight of glass 

and twice as 

strong? or a 

lens that minimizes fog- 

ging and misting? Does 


that sound hard to be- 


heve? SEE these new and 
completely unbreakable 
l-Gard Safety Lenses 
for eyeglasses. They 
are reasonably priced 
and guard the eyesight 
perfectly. 


McLEOD OPTICAL DISPENSERS 


(Successors to Riggs Optical Co.) 
Phones 2-9201 - 8-2362 
522 Professional Building 

PHOENIX, ARIZONA 


Free Parking at O'Neil Auto Park, 225 North First Street 
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24 HOUR SERVICE 


Aweco Medical Oxygen Therapy Serv- 
ice offers round-the-clock service for 
the convenience of physicians and pa- 


tients. Aweco technicians are expertly 


e* 
®*eeease® 


trained, courteous and efficient. They 
will not only deliver and install any 
prescribed apparatus promptly but 
will thoroughly explain and demon- 
strate the correct use and maintenance 


of the apparatus. If special equipment 


is needed, Aweco will order it immedi- 
MEDICAL ately for prompt delivery. 
OXYGEN 415 S. 7th St. Phoenix, Arizona 


THERAPY Telephone 8-2653 


& 
After 5 P. M., 
SERVICE iceman ane Holidays 
Call 4-8831 

















SOUTHWESTERN SURGICAL 
SUPPLY CO. 








PHOENIX 


YOUR COMPLETE SOURCE IN THE SOUTHWEST 
FOR ALL ETHICAL MEDICAL EQUIPMENT AND 


SUPPLIES. 


TUCSON 
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son, presented a paper on “Deformities in Rheu- 
matoid Arthritis” at the A.M.A. Convention, be- 
fore the Internal Medicine and Experimental 
Medicine and Therapeutics section. 





$150,000 MODERNIZATION OF PHOENIX, 
ARIZONA, HOSPITAL NEARLY 
FINISHED 

Complete modernization and air conditioning 
of the west wing of the Good Samaritan Hos- 
pital, 1033 East McDowell Street, Phoenix, Ari- 
gona, is virtually complete, it was announced 
today by G: M. Hanner, Administrator of the 
institution. 


Included in the $150,000 modernization pro- 
ject is the installation of the first hospital ele- 
vator of its type in the state of Arizona. The 
new elevator, with a rated capacity of 26 pas. 
sengers, is large enough to accommodate a 
stretcher, bed or iron lung with an attendant. 
It is being installed by the Otis Elevator Com- 
pany at a cost in excess of $20,000 to replace a 
small, old-style elevator that had been in opera- 
tion since the hospital was built in 1923. It will 
rise 35 feet and doors will open automatically 
as the car levels itself at each stop. Equipped 





are prescribed by 
thousands of doe- 
tors for back de- 
rangements; fol- 
lowing spinal, 
abdominal, or 
breast operations; 
displaced internal 
organs; movabie 
kidney; certain 
hernia cases; and other dis- 
abilities. 


SPENCER SUPPORT SHOP 
W. B. and MAUDE KEEN - Dealers 


Phoenix, Arizona 706 N. First 
Street 


Phone: 
3-4623 
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with Collective Control, the elevator will answer 
only ‘‘up’’ calls as it rises and ‘‘down’’ calls 
will remain registered until answered on the 
downward trip. 

The four-story-and-basement brick hospital 
contains 220 beds and is now completely mod- 
ern and fireproof, according to J. O. Sexon, 
president of the board. The original building 
was erected in 1923, a wing was added in 1931 
In addi- 
tion to the new special hospital type elevator. 


and a nurses” home built since the war. 


the building is served by two smaller Otis auto- 
matic passenger elevators. 





Your Neighborhood Drug Store 
OLSEN’S PHARMACY 
PRESCRIPTION PHARMACISTS 


McDowell Rd. and 16th St. Phone 3-000! 
PHOENIX, ARIZONA 














ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 
a 

$5,000.00 accidental death 
$25.00 weekly ind ity, ident and 
$10,000.00 accidental death 
$50.00 weekly ind ity, ident and sich 
$15,000.00 accidental death 
$75.00 weekly i ity, ident and sick 
$20,000.00 accidental death $32.00 
$100.00 weekly indemnity, ident und sick Quarterly 
Cost has never exceeded amounts shown. 


ALSO HOSPITAL EXPENSE FOR MEMBERS. 
WIVES AND CHILDREN 


ALL 


COME FROM 60 TO 








$8.00 


Quarterly 
$16.00 
Quarterly 


$24.00 


Quarterly 

















85c out of each $1.00 gross income 
used for members’ benefit 





$3,700,000.00 $15,700.000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200 000 deposited with State of Nebraska for protection of our members 


Disability meed not be incurred in line of duty — benefits 
from the beginning day of disability. 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


47 years under the same management 


400 First National Bank Building Omaha 2, Nebraska 
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ARIZONA MEDICAL ASSOCIATION 
Organized 1892 


642 SECURITY BUILDING 
234 N. CENTRAL AVE., PHOENIX, ARIZONA 


OFFICERS AND COUNCIL 
Robert S. Flinn . - , President 
15 E. Monroe, Phoenix 
Robert E. Hastings i .......President Elect 
. 1811 E. Speedway, Tucson 
Harry T. Southworth 3s oe Vice-President 
Prescott, Arizona 
Frank J. Milloy .- , . . Secretary 
15 E. Monroe, Phoenix 
Cc. E. Yount —. - ‘ = Treasurer 
Prescott, Arizona 
Harry E. Thompson . Speaker of House 
435 N. Tucson Blvd., Tucson 
Jesse D. Hamer . P . . P Delegate to A.M.A. 
15 E. Monroe, Phoenix 
Preston T. Brown . .....Alternate-Delegate 
1313 North Second St., Phoenix 


DISTRICT COUNCILORS 
Thomas H. Bate . . ; Central District 
15 E. Monroe, Phoenix 
A. I. Podolsky : Central District 
Yuma 
Walter Brazie . Northern District 
Kingman 
Herbert B. Potthoff Northern District 
Winslow 
Hugh C. Thompson .. . . . Southern District 
110 S. Scott, Tucson 
Donald E. Nelson Southern District 
Safford 


COUNCILORS AT LARGE 


George O. Bassett __ 
Harold W. Kohl. 
Preston T. Brown 


.. Prescott 
Tucson 
Phoenix 


COMMITTEES 


STANDING COMMITTEES 


INDUSTRIAL RELATIONS: Dr. Ronald 8S. Haines, Phoenix; 
Dr. J. P. McNally, Prescott; Dr. Robert E. Hastings, Tucson; 
Dr. Carl H. Gans, Morenci; Dr. Charles W. Sult, Jr., Phoenix. 


SCIENTIFIC ASSEMBLY: Dr. Robert E. Hastings, Tucson; Dr. 
O. W. Thoeny, Phoenix; Dr. Harry T. Southworth, Prescott; 
Dr. Louis G. Jekel, Phoenix. 


MEDICAL ECONOMICS: Dr. George G. McKhann, Phoenix; Dr. 
Meade Clyne, Tucson; Dr. H. D. Ketcherside, Phoenix. 


MEDICAL DEFENSE: Dr. D. F. Harbridge. Phoenix; Dr.. A. C. 
Carlson, Cottonwood; Dr. O. E. Utzinger, Ray. 


EDITING AND PUBLISHING: Dr. Walter Brazie, Kingman; 
Dr. R. Lee Foster, Pho-nix; Dr. D. E. Nelson, Safford. 


LEGISLATION: Dr. Jesse D. Hamer, Phoenix; Dr. Walter 
Brazie, Kingman; Dr. H. D. Cogswell, Tucson; Dr. H. B. 
Lehmberg, Casa Grande; Dr. Chas. H. Laugharn, Clifton: 
Dr. C. H. Peterson, Winslow; Dr. F. W. Knight, Safford; 
Dr. Chas. B. Huestis, Hayden; Dr. M. G. Fronske, Flagstaff. 


HISTORY AND OBITUARIES: Dr. Hal W. Rice, Historian, Bis- 
bee; Dr. Frank J. Milloy, Phoenix; Dr. Harold W. Kohl, 
Tucson; Dr. W. W. Watkins, Phoenix. 


PROFESSIONAL BOARD 


Dr. Hugh C. Thompson, Tucson; Dr. E. A. Born, Prescott; 


Dr. Boris Zemsky, Tucson; Dr. B. L. Snyder, Phoenix; Dr. C. B. 
Warrenbure, Phoenix; Dr. James Lytton-Smith, Phoenix: Dr. 
A. J. Present, Tucson. 


HEALTH ACTIVITIES BOARD 


Dr. M. W. Merrill, Phoenix; Dr. Robert M. Matts, Yuma; Dr. 
D. E. Nelson, Safford; Dr. Broda O. Barnes, Kingman; Dr. A. 
H. Dysterheft, McNary; Dr. H. H. Brainard, Tucson; Dr. Paul 
W. McCracken, Phoenix. 


NATIONAL OFFICERS AND CHAIRMEN OF 
STANDING COMMITTEES FOR 1949-1950 


Mrs. David B. Allm 
104 ‘St. Charles Place, Atlantic City, N. 
President-Elect Mrs. arthur A. Her 
731 Oneota Street, Shreveport, La. 
Vice-Presidents 
First — Mrs. Harold F. Walqu 
129 W. 48th Street, Minneapolis, Minn. 
Mrs. Henry Garnjobs 
508 Jefferson Street, Corvallis, Oregon 
Third _. Mrs. W. E. Hoffm« 
4000 Noyes Ave., S. E., Charleston 5, W. Va. 
Mrs. Mason G. Laws: 
200 Ridgeway, Little Rock, Arkansas 
Mrs. George Tur: 
3009 Silver Street, El Paso, Texas 
Const. Secretary Mrs. Harry M. Gilk« 
4941 Westwood Road, Kansas City, Mo. 
Mrs. Jesse D. Ham 
1819 N. llth Avenue, Phoenix, Arizona 
Parliamentarian _. Mrs. William E. Dod 
Bay Avenue and Ocean Street, Beach Haven, N. J. 
Chairmen of Standing Committees 
Finance 


President 


Second 


Fourth . 


Treasurer .. 


Historian . 


: Mrs. Scott C. Applewhite 
240 Bushnell Street, San Antonio, Texas 
Mrs. Herbert W. Johnson 
714 Grande Avenue, Everett, Wash. 
Legislation . Mrs. Bruce Schaeter 
110 ‘Whitman Street, Taccoa, Ga. 
perme” ...Mrs. Harold F. Walquist 
129 W. 48th Street, Minneapolis, Minn. 
Mrs. Leo J. Schaefer 
“700 Highland, Salina, Kansas 
Public Relations Mrs. Paul C. Craig 
232 N. Fifth Street, Reading, Pa. 
Mrs. Eustace A. Allen 
18 Collier Road, N. W., Atlanta, Ga. 
Chairman of Special Committee 
Reference .. Mrs. Rollo K. Packard 
14093 Davana Terrace, Sherman Oaks, Calif. 


Hygeia 


Program ... 


Revisions .- 


Directors 
ye Mrs. Luther H. Kice 
95. Rowers Street, Garden City, Long Island, N. Y. 
yen? .... Mrs. James P. Simonds 
2033 W. Morse Avenue, “Chicago 45, Til. 
year . ...Mrs. Jesse D. Hamer 
1819 N. llth Avenue, Phoenix, Arizona 
year Mrs. Leo J. Schaefer 
700 Highland, Salina, Kansas 
Mrs. Scott C. Applewhite 
or340 Bushnell Street, San Antonio 2, Texas 
years ...Mrs. Ralph Eusden 
4360 Myrtle Avenue, Long Beach 7, Calif. 
years ... Mrs. William W. Potter 
129 “Kenesaw Terrace, “Knoxville, Tenn. 


OFFICERS OF THE AUXILIARY TO THE 
ARIZONA MEDICAL ASSOCIATION 


1949 - 1950 
Mrs. Charles Starns 
2934 Croydon Drive, Tucson 
....Mrs. Benjamin Herzberg 
1131 West Palm Lane, Phoenix 
Ist Vice-President 


President 


President Elect 


i v= al Mrs. Kar! Harris 
16 E. Catalina, Phoenix 
2nd Vice-President... oie Mrs. O. E. Utzinger 
Ray 
Treasurer... Mrs. Brick P. Storts 

El Encanto Estates, Tucson 
Recording Secretary Mrs. Leslie R. Kober 
2848 N. Seventh Street, Phoenix 


Corresponding Secretary ....Mrs. Donald E. Schell 
105 Calle de Jardin, Tucson 


Directors—Mrs. Hervey Faris, 155 S. Palomar Drive, Tucson 
Mrs. Harry T. Southworth, Country Club, Prescott 
Mrs. Thomas H. Bate, 305 W. Cypress Street, Phoenix 
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COMMITTEE CHAIRMEN 


..Mrs. Joseph C. Ehrlich 
310 W. Granada Road, “Phoenix 


Bulletin —.. 


._Mrs. R. Lee Foster 
2215 N. Eleventh Avenue, Phoenix 

Mrs. Joseph M. Kinkade 

335 South Country Club Road, Tucson 
Historian -.. _...Mrs. George Irvine 

1100 Mill Avenue, “Tempe 

Mrs. George S. Enfield 

335 W. Cambridge Avenue, Phoenix 
Mrs. Alvin Kirmse 


Finance —...... 


Health . 


Hyseia — 


Legislation . 
Whipple 
National Representative_ Mrs. Jesse D. Hamer 
1819 North Eleventh Avenue, Phoenix 
Mrs. Karl S. Harris 
‘16 East Catalina, Phoenix 
Mrs. C. E. Patterson 
3 Paseo Redondo, Tucson 
Mrs. Otto Utzinger 


Ore anization 
Parliamentarian 


Program -_ . 
Ray 
Mrs. Donald E. Schell 
105 Calle De Jardin, Tucson 
Mrs. Louis Hirsch 


Publicity 
Public Relations . = 
Rt. 6, Box 710, Tucson 


Mrs. Harold Kohl 


Revisions - 
100 E. Sierra Vista Drive, Tucson 


COUNTY AUXILIARY OFFICERS FOR 
1949-1950 
GILA COUNTY 
Mrs. Cyril M. Cron 


304 Live Oak Street, Miami 
Mrs. A. J. Bosse 


President —.. 


Vice-President saaoanin’ ns ‘ 
135 N. Sixth Street, Globe 


Secretary-Treasurer _. Mrs. William E. Bishop 
605 S. Third Street, Globe 


MARICOPA COUNTY 


Mrs. Carlos C. Craig 
727 Encanto Drive, 8. E., Phoenix 
President-Elect - -Mrs. Karl S. Harris 
16 East Catalina Avenue, Phoenix 
lst Vice-President - Mrs. Thomas W. Woodman 
3203 ‘W. Manor Drive, Phoenix 
Mrs. Clarence B. Warrenbure 
313 Lewis Avenue, Phoenix 
Recording Secretary Mrs. L. L. Tuveson 
3318 N. 17th Place W., Phoenix 
Mrs. Harry J. French 
"840 E. Windsor Avenue, Phoenix 
Corresponding Secretary _... ...Mrs. Dwight Porter 
635 N. 2nd Avenue, Phoenix 


President 


ind Vice-President - 


Treasurer ._.. 


PIMA COUNTY 


ie nel testing Mrs. Donald B. Lewis 
2548 E. 4th Street, Tucson 
President-Elect ate “= , Mrs. Roy Hewitt 
15 Calle Corta, Tucson 
Ist Vice-President - Mrs. Joseph M. Kinkade 
335 8. Country ‘Club Road, Tucson 
2nd Vice-President Mrs. Louis Hirsch 
4745 Camino Real, Tucson 
Recording Secretary . Mrs. Delbert L. Secrist 
2527 E. 3rd Street, Tucson 
‘ Mrs. Hollis H. Brainard 
330° N. Vine Avenue, Tucson 
Corresponding Secretary Mrs. John W. Stacey 
2737 E. 2ist Street, Tucson 


President —. 


Treasurer —_ 


YAVAPAI COUNTY 


President — Mrs, Ernest A. Born 
Hassayampa Country ‘Club, Prescott 
Vice-President ——___ Mrs. James H. Alien 
829 Country Club Drive, Prescott 
ree eee eee ..Mrs. Alvin Kirmse 
Whipple 
Treasurer . ....._Mrs. Joseph P. McNally 
208 Grove Street, Prescott 
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HALDIMAN BROTHERS 


COMPLETE INSURANCE SERVICE 


47 WEST JEFFERSON ST ° Phone 4-3115 


PHOENIX, ARIZONA 








2% on Savings 


DIVIDENDS PAID SEMI-ANNUALLY 


..-Your Surplus Funds 


placed in First Federal Savings will 
earn you good dividends and help oth- 
ers to build or buy homes in Phoenix. 


All 
Accounts 
Federally 
Insured 


r 4 
wo 2 


PHOENIX 
YUMA 


30 WEST ADAMS ST. 
148 EAST SECOND ST. 


JOSEPH G. RICE, President 
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LIVERMORE SANITARIUM | 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 





* The Cottage Department (for 
mental patients) has its own fa- 
cilities for hydropathic and other 
treatments. It consists of small 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 


GENERAL FEATURES 


1. Climatic advantages not excelled in United States. Beautiful grounds and attractive surrounding country. 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Occupational Department. 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


Information and circulars upon request. CITY GCFFICES: 
Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director SAN FRANCISCO OAKLAND 


LIVERMORE, CALIFORNIA 450 Sutter Street 1624 Franklin Street 
Telephone 313 GArfield 1-5040 GLencourt 1-5988 

















REG. U.S. PAT. OFF. 


You trust 
its quality 
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American Cancer Society, Inc. 


FROM: Brewster S. Miller, M. D., Assist- 
ant Director, Professional Eduea- 
tional Section, American 
Society. 

SUBJECT: British American Exchange Fel- 
lowships in Cancer Research, an- 
nouncement of. 

1. During a visit of the delegation from the 
British Empire Cancer Campaign to the Nation- 
al Office of the Society last summer, an interna- 
tional exchange of fellowship in cancer research 
was discussed with The Right Honorable Lord 
Horder, Vice-Chairman of the Campaign, and 
his colleagues. 

2. Since that time an exchange fellowship 
program has evolved whereby a number of Amer- 
ican investigators in fundamental cancer re- 
search and clinical investigation in cancer will 
study on a fellowship basis in Great Britain 
where opportunities exist for study in facets of 
re earch in malignant disease not widely avail- 
abie here. Provisions have been made for train- 
ing an equal number of young British scientists 
selected by the Campaign at reseavch centers in 
this country. 

3. The Committce on Growth bas graciously 
consented to screen applicants desiring to study 
in Great Britain under this program and _ will 
recommend to the Society their selection of can- 
didates on the basis of an application similar to 
those fellowships granted by the Committee on 
Growth. 

4. Attached find a leatlet outlining the reg- 
ulations governing these fellowships. We would 
appreciate your making this program as widely 
known as possible throughout your Division by 
means of your state medical society journal, 
local announcements and publications from the 
Division, and other means of publicity which 
you deem to be most effective for your Division. 


». Please note that application forms for 





DISTRICT NO. 1 
ARIZONA STATE NURSES ASS'N. 


(CONSTITUENT OF THE AMERICAN 
NURSES’ ASS'N) 


NURSES’ PROFESSIONAL REGISTRY 


711 EAST MONROE ST. PHOENIX 4-4151 
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these fellowships may be procured from the 
Executive Secretary of the Committee on Growth 
and these application forms should be submitted 
directly to him. 


NAVY DEPARTMENT 
Office of Naval Officer Procurement 
Room 503. 626 South Spring St. 

Los Angeles 14, California 
Word has been received from the Navy De- 
Lieutenant Commander William 
B. Garrison, U. S. Navy, Director of Naval Of- 
ficer Procurement, with offices at 626 S. Spring 
St., Los Angeles, that fifteen hundred (1,500) 
Naval Aviation Cadets will be appointed during 


partment by 


the Navy fiscal year beginning July Ist. These 
men must be between the ages of 18 and 27, 
must have completed at least two full academic 
years toward a degree at an aceredited coliege, 
university, or junior college, be unmarried and 
meet the physical requirements for Naval Av a- 
tion which ineludes normal color perception, 
bearing, pulse and 20-20 vision. 

Naval #75.00 
month, board, lodging, required uniforms and 


Aviation Cadets receive per 


the premiums on $10,000.00 worth of National 





ARIZONA GOAT 
DAIRY 


"It's A Good Food" 


Carl G. Wilson, M. D., of Palo Alto, Calif., 
states: ‘‘I am irrevocably convinced that 
goat’s milk is the best substitute for hu- 
man milk for infant feeding, not only be- 
cause of its close similarity chemically and 
physically, but also the readiness with 
which the infant's digestive organs receive 


and digest goat’s milk.”’ 


Health Department License 
Grade A Pasteurized 


1551 E, Bethany Home Road 
Phoenix, Arizona 
Phone 5-4988 
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WAYLAND’S || (oes | noun 


MAIL 


Prescription Pharmacy un 
Prescription Specialists”? SERVICE 


Biological Products Always Ready 


for Instant Delivery 
PRESCRIPTION PHARMACISTS 


e 
f ? ¢ 


Parke-Davis Biological Depot PHOENIX 
GLOBE MIAMI SUPERIOR 


CASA GRANDE GLENDALE WICKENBURG 


Mail and Long Distance Phone Orders 
Receive Immediate Attention 





Phone 4-4171 


Professional Building Phoenix 10th St. & McDowell 3rd Ave. & Roosevelt 


1536 W. Van Buren 16th St. & Thomas Rd. 











Standard Insurance 


“Rainbow Water 


| * 


| 


| 
| 
| 
| 


Agency 
EDWARD H. BRINGHURST, Pres. 


e A constantly reliable bottled water . . . 
Pure... Fresh . . . Naturally Soft 
Untreated . . . Sterilized Equipment 


We Specialize in Writing 


Malpractice or 
Professional Liability Insurance 


Delivered. Also Distilled Water. 


We also handle all lines of 
Fire and Casualty Insurance PHONE 190 





35 West Jefferson St. 


Phone 4-1135 RAINBOW WATER CO. 
PHOENIX, ARIZONA 332 East Seventh Tucson 
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MacAlpine Drug Co. 
R the Rexall sore , 


This label is your guarantee of accurate 
prescription compounding 


PHONE 4-2606 
Phoenix, Arizona 


FREE DELIVERY 
2303 No. 7th St. 


ARIZONA MEDICINE 








MARTI N Rex C8. 


28 Registered Pharmacists 


Tucson Casa Grande 








LAIRD & DINES 
The REXALL Store 
Reliable Prescription Service 


Mill Ave. & 5th 
Tempe, Arizona 


Tempe 422 














SONOTONE 
Clinical Audiometer Model 21 
Accepted by Council on Physical Therapy Feb. 1, 1949 


Continuous frequency range, 125 - 12000 
Constant sensation level over entire range 
Continuous intensity control 

Accurate frequencies and intensities 
Dynamic air and reaction bone conduction 


rec. 

Built-in masking device; Tone interrupter 

Signal cord and signal lamp 

Microphone and speech circuit 

Control unit for binaural measurements 
New portable model No. 30 not illustrated 


SONOTONE —THE HOUSE OF HEARING 


(Fourteen years in Arizona) 


425 Title & Trust Bldg. 139 South Scott St. 
Phoenix Tucson 


— eee —— 


, 
Everybody’s 
PRESCRIPTION DRUGGISTS 
The REXALL Store 
Phone 6 & 56 
MESA + ARIZONA 


CIGARS MAGAZINES 
AND 


FOUNTAIN SERVICE 








ORTHOPEDIC APPLIANCES 
BRACES. LIMBS, BELTS, TRUSSES 
ARCH SUPPORTS & REPAIRING 


CAMP - SURGICAL - SUPPORTS 


TUCSON BRACE SHOP 
805 E. BROADWAY 


BY PRESCRIPTION ONLY 
KARL J. KEAN PHONE 3-458! 








STAHLBERG 
LABORATORIES 


Specializing in 
BACTERIOLOGY PARASITOLOGY 
HAEMATOLOGY 
BLOOD CHEMISTRY 
URINE CHEMISTRY 


129 W. MeDowell Road Phone 4-3677 
Phoenix, Arizona 
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Service Life Insurance is paid by the govern- 
ment. They are sent to aviation school for 
eighteen months at the ‘‘ Annapolis of the Air”’ 
at Pensacola, Florida, and then commissioned as 
Ensigns in the U. S. Naval Reserve or Second 
Lieutenants in the Marine Corps Reserve with 
pay at $318.00 per month without dependents, 
$399.00 with dependents. 

Naval Aviation Cadets become eligible for 
transfer to the Regular Navy or Marine Corps 
after completion of eighteen months of commis- 
sioned service in such numbers as may be re- 
quired to meet the needs of the Service. 


THE CENTRAL ASSOCIATION OF 
OBSTETRICIANS AND GYNECOLOGISTS 

The eighteenth Annual Meeting of the Central 
Association of Obstetricians and Gynecologists 
will be held Thursday, Friday, and Saturday, 
September 21, 22 and 23, 1950 at the Hotel 
Schroeder, Milwaukee, Wisconsin. 
THE SOUTHWEST SURGICAL CONGRESS 

The Southwestern Surgical Congress meeting 
will be held September 26th, 27th and 28th, 
1949, at the Shamrock Hotel in Houston, Texas. 
All Arizona doctors are invited to attend. 








Medical & Dental 


FINANCE BUREAU 
407 PROFESSIONAL BLDG. + PHOENIX, ARIZONA 
PHONE 4-4688 
Geo. E. Richardson, Pres. 


* Convenient monthly payments SN 
for the patient. 


*Cash for the doctor. 


*Doctor does not guarantee 
payment. 


AN ETHICAL 
FINANCIAL SERVICE 
FOR YOUR PATIENTS- 
FOUNDED 1936 








YOUR NATIVE ARIZONA SOURCE FOR 


ALL SUPPLY AND EQUIPMENT NEEDS 








Standard Surgical Supply 
Co., Inc. 


Albuquerque Phoenix Tucson 
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FOR YOUR POLLEN SENSITIVE PATIENTS 


May we suggest the three-vial Parenteral Treatment Set (10 cc each vial, 
Dilution 1:50,000; 1:5000; 1:500) especially prepared for either intra- 
dermal or subcutaneous administration. 


With diagnosis established the treatment set will be prepared in accord- 
ance with your patient's sensitivities. Only specific Southwestern pollens used. 


3-VIAL PARENTERAL TREATMENT SET—$10.00 


3-vial individualized oral treatment set may be had where individual 
circumstances favor this route of administration. 


Treatment record sheets, suggested dosage, and 
directions with every set. 


An Allergy Service based on close acquaintance and experience with the botany of the area of your practice. 


Allergy Research Laboratories, Inc. 


U. S. Biological License No. 15! 





Phoenix, Arizona 
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NEUROLOGY and PSYCHIATRY 








OTTO L. BENDHEIM, M.D. 
NEUROLOGY and PSYCHIATRY 


1515 North Ninth Street 
PHOENIX, ARIZONA 


Certified by American Board of 
Psychiatry and Neurology 





Diplomate of American Board of 
both specialties 
NEUROLOGY, PSYCHIATRY and 


ELECTROENCEPHALOGRAPHY 
710 Professional Building 


CHARLES W. SULT, Jr., M. D. 


PSYCHIATRY and NEUROLOGY in 


RICHARD E. H. DUISBERG, M. D. 


Phoenix, Arizona 
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FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
401 Heard Bldg. 
PHOENIX, ARIZONA 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
401 Heard Bldg. 
PHOENIX, ARIZONA 











NEUROLOGICAL SURGERY 





WALTER V, EDWARDS, Jr., M. D. 


Lawrence Memorial Hospital 





Cottonwood, Arizona 





JOHN RAYMOND GREEN, MM. D. 


Certified by the American Board 
of Neurological Surgery 


1010 Professional Building 
Telephone 8-3756 
PHOENIX, ARIZONA 




















MERRIWETHER L. DAY, M. D. 
F. A. C. S. 
Diplomate of The American 
Board of Urology 


LADDIE L. STOLFA, M. D. 
Lois Grunow Memorial Clinic 
926 East McDowe!l Road 

Tel. 4-3674 Phoenix 





W. G. SHULTZ, M.D., F.A.C.S. 


Diplomate of The American 
Board of Urology 


2448 East Sixth Street 


Telephone 4864 Tucson, Arizona 











PAUL L. SINGER, M. D., F. A. C. S. 


Certified American Board of 

UROLOGY 
39 West Adams Street Phone 3-1739 
PHOENIX, ARIZONA 





DONALD B. LEWIS, M. D. 
UROLOGY 


123 So. Stone Ave. Phone 4500 


Tucson, Arizona 
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INTERNAL MEDICINE 














ROBERT S. FLINN, M. D. 
INTERNAL MEDICINE 
CARDIOLOGY and ELECTROCARDIOGRAPHY 


1118 Professional Building 
Phone 4-1078 
Phoenix, Arizona 





DANIEL H. GOODMAN, M. D. 
INTERNAL MEDICINE CARDIOLOGY 
ELECTRO CARDIOGRAPHY 


607 Heard Bidg. Phone 4-7204 


Phoenix, Arizona 























MONROE H. GREEN, M. D. 
Diplomate of the American Board 
of Internal Medicine 
CARDIO-VASCULAR and CHEST DISEASE 
1137 West McDowell Road 
Phone 4-0489 - 3-4189 
Phoenix, Arizona 


KENT H. THAYER, M. D. 
INTERNAL MEDICINE 
Diplomate of the American Board 
of Internal Medicine 


ROBERT H. STEVENS, M. D. 
INTERNAL MEDICINE 
ALLERGY 
1313 North Second Street 
Phone 3-8907 
Phoenix, Arizona 
































JESSE D. HAMER, M. D. 
F. A.C. P. 


INTERNAL MEDICINE 
Special Attention to CARDIOLOGY 


Suite 910 Phoenix 
15 E. Monroe St. Arizona 








THE BENSEMA - SHOUN CLINIC 
1800 East Speedway 
Tucson, Arizona 
ARTHRITIS AND INTERNAL MEDICINE 


Complete Laboratory, X-ray and Physical Therapy 
Facilities Available 























DAVID E. ENGLE, M. D. 


Diplomate of The American Board of 
Internal Medicine 


INTERNAL MEDICINE AND CARDIOLOGY 


1619 N. Tucson Bivd. 
Telephones 5-8251 and 5-1551 
Tucson, Arizona 


HAROLD F. STOLZ, M.D. 
M. S. in Medicine 
Diplomate, American Board of Internal Medicine 
Practice Limited to 
INTERNAL MEDICINE AND 
DISEASES OF THE HEART 


Telephone 2-1262 614 N. Fourth Avenue 
Tucson, Arizona 























FRANK J, MILLOY, M. D. 
F. A.C. P. 
INTERNAL MEDICINE 
611 Professional Building 


Phone 4-217] 
Phoenix, Arizona 
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ARIZONA MEDICINE 
401 Heard Bldg. 
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INTERNAL MEDICINE— (Cont’d.) 











TERESA McGOVERN, M. D. 


Diplomate of 
American Board of Internal Medicine 
and Cardio Vascular Diseases 


2516 East Eighth Street 
Tucson, Arizona 


By Appointment Telephone 50111 


| 
| 
| 
| 
| 


| 
| 
| 
I 


HARRY EDWARD THOMPSON, 
M. D., F. A. C. P. 
435 N. Tucson Blvd. 
Tucson, Arizona 
Telephone 7034 - 2818 


INTERNAL MEDICINE AND 
RHEUMATIC DISEASES 


Certified by American Board of Internal Medici: 











W. PAUL HOLBROOK, M.D., F.A.C.P. 
DONALD F. HILL, M.D., F.A.C.P. 
CHARLES A. L. STEPHENS, Jr. M.D. 
LEO J. KENT, M. D. 

ARIE C. VAN RAVENSWAAY, M.D., 


F.A.C.P. 


Tucson, Arizona Phone 4004 








| 
| 


THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
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ARIZONA MEDICINE 
401 Heard Bldg. 
PHOENIX, ARIZONA 





CHEST DISEAS 


AND SURGERY 











HENRY J. STANFORD, M. D. 
THORACIC SURGERY 


Diplomate American Board of Surgery and 
The Board of Thoracic Surgery ~ 


614 North Fourth Avenue Phone 3366 


Tucson, Arizona 


| 
| 





GEORGE D. BOONE, M.D., F.A.C.S. 
DISEASES AND SURGERY OF THE CHEST 


601 East Sixth Street Telephone 1159 


TUCSON, ARIZONA 

















JOHN W. STACEY, M.D. 


Practice Limited to 
THORACIC SURGERY 


1613 N. Tucson Blvd. Telephone 3671 


TUCSON, ARIZONA 





THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
401 Heard Bidg. 
PHOENIX, ARIZONA 

















BUTLER CLINIC 


D. E. NELSON, M. D. 
F. W. BUTLER, M. D. 


501-505 Fifth Avenue 
SAFFORD, ARIZONA 




















SUN VALLEY CLINIC 


34 North Macdonald 


MESA, ARIZONA 
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ORTHOPEDIC SURGERY 








GEORGE L. DIXON, M. D. 
ORTHOPAEDIC SURGERY 
Diplomate of the American Board 
of Orthopaedic Surgery 


744 N. Country Club Road Telephone 5-1533 
TUCSON, ARIZONA 











GEO. A. WILLIAMSON, M.D., F.A.C.S. 
LEO L. TUVESON, M. D. 


Practice Limited to 
ORTHOPAEDIC SURGERY 


800 North First Ave. Telephone 2-2375 
PHOENIX, ARIZONA 














ROBERT E. HASTINGS, M.D., F.A.C.S. 


Diplomate American Board of Orthopaedic 
Surgery 
ORTHOPAEDIC SURGERY 


1811 East Speedway 
TUCSON, ARIZONA 


JAMES LYTTON-SMITH, M. D. 
RONALD S. HAINES, M. D. 
JOHN H. RICKER, M. D. 
STANFORD F. HARTMAN, M. D. 
Section on 
ORTHOPEDIC SURGERY 
Lois Grunow Memoria! Clinic 
926 East McDowell Road 
Phoenix, Arizona 








PHYSICIANS and SURGEONS 








CHAS. N. oore B. S., M. D. 


General Practice with Special Attention to 
SURGERY and UROLOGY 


907 Professional Bldg. Phone 3-3193 


Phoenix, Arizona 


L. D. BECK, M. D., F. A.C. S. 


D. T. MOATS, M. D. 
PHYSICIAN and SURGEON 


1626 N. Central Phone 4-1620 


PHOENIX, ARIZONA 











DISEASES OF THE CHEST 


ANESTHESIOLOGY 











HAROLD W. KOHL, M. D. 
DISEASES OF THE CHEST 


Certified by 
American Board of Internal Medicine 


1811 E. Speedway Phone 5523 


TUCSON, ARIZONA 





LOUISE BEWERSDORF, M. D. 
F.A.C.A. 


ANESTHESIOLOGY 


208 West Glenrosa 
Phone 5-4471 - 8-345] 
Phoenix, Arizona 








DISEASES 





CHILDREN’S 














B. P. STORTS, M. D. 
1811 East Speedway 


Tucson, Arizona 


Fellow of the American Academy of Pediatrics 





——— 
































MILTON C. F. SEMOFF, M. D. 


522 North Tucson Blvd 
Tucson, Arizona 
Phone 5933 


Fellow of the 





American Academy of Pediatrics 
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OBSTETRICS and GYNECOLOGY 











CHARLES E. VAN EPPS, M. D. PRESTON T. BROWN, M.D., F.A.C.S. 
OBSTETRICS and GYNECOLOGY GYNECOLOGY 


American Board of Obstetrics and Gynecology American Board of Obstetrics and Gynecolog) 


1313 North Second Street 


1313 North Second Street 
Phoenix, Arizona 


Phoenix, Arizona 











FRED C. JORDAN, M. D. THIS SPACE FOR SALE 
Practice Limited to 


FOR INFORMATION AND RATES 
OBSTETRICS and PEDIATRICS 


write to 
1109 Professional Building ARIZONA MEDICINE 
Phone 4-1379 401 Heard Bldg. 
Phoenix, Arizona | PHOENIX, ARIZONA 
L snc iceatinte 


EYE, EAR, NOSE and THROAT 




















———— EEE 


DUNCAN G. GRAHAM, M. D. | 


JOHN S. MIKELL, M. D. 
EYE, EAR, NOSE and THROAT 


1811 East Speedway 
| | Tucson, Arizona 
Certified by American Board of Otolaryngology | 





| EAR, NOSE AND THROAT 
114 West Pepper Street BRONCHOSCOPY 
Mesa, Arizona } 














BERNARD. y et D. | PERRY W. BAILEY, M.D. 








EYE, EAR, NOSE AND THROAT 
Diplomate of American Board of Yb EYE, EAR, NOSE AND THROAT 
Diplomate of American Board of Otolaryngology 
| Teleph : Off - 1 R e 

DORSEY R. HOYT, M. D. eliepnones Office 8-066 ’ esidence 2-6233 
EYE, EAR, NOSE AND THROAT Office: 39 W. Adams, 117 Winters Bidg., 
605 Professional Bldg. Phone 3-8209 PHOENIX, ARIZONA 

PHOENIX, ARIZONA 














DERMATOLOGY SURGERY 





KENNETH C. BAKER, M. D. 


A. |. RAMENOFSKY, M. D. 
DERMATOLOGY 


SURGERY and GYNECOLOGY 


39 West Adams Phone 3-! 769 
Telephone 3-0602 729 N. Fourth Ave. 





Phoenix, Arizona 
Tucson, Arizona 
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SURGERY 




















ALFRED D. LEVICK, M. D. 
PROCTOLOGY 


1137 West McDowell Road 
Phones 8-2194 - 3-4189 
Phoenix, Arizona 











J. L. WHITEHILL, M. D., 
P.A.C.S., F.1.C. 8. 
SURGERY 
Certified by the American Board of Surgery 
and by the Qualification Board of the 
International College of Surgeons 
2402 E. Broadway Phone 2-3232 
TUCSON, ARIZONA 











H. D. KETCHERSIDE, M. D. 
SURGERY and UROLOGY 


DONALD A. POLSON, M. D. 
GENERAL SURGERY 
Certified by the American Board of Surgery 
800 North First Avenue 
Phone 4-7245 
Phoenix, Arizona 








| Office Phone 2-337] 





DELBERT L. SECRIST. M.D., 
F.A.C.S. 


123 South Stone Avenue 
Tucson, Arizona 
Home Phone 5-9433 











LOUIS P. LUTFY, M. D. 


SURGERY and GYNECOLOGY 
301 West McDowell Rd Phone 3 4200 


Phoenix, Arizona 


























W. R. MANNING, M. D., F. A. C. S. 
SURGERY 
Diplomate American Board of Surgery 


620 North Country Club Road 
Tucson, Arizona 


Phone 5-2687 














PATHOLOGY 

















This is to announce that tissues for diagnosis are accepted by the fo!low- 
ing physicians who practice in Arizona, are not exclusively governmentally 
employed, and zre qualified as pathologic anatomists: 


J. D. BARGER, M. D. 
Pima County General Hospital 
Tucson, Arizona 
RALPH H. FULLER, M. D. 
St. Mary’s Hospital 
Tucson, Arizona 
GEORGE O. HARTMAN, M. D. 


20 East Ochoa Street 
Tucson, Arizona 


LOUIS HIRSCH, M.D. 
Tucson Medical Center 
Tucson, Arizona 
MAURICE ROSENTHAL, M. D. 


St. Monica’s Hospital 
Phoenix, Arizona 


0. O. WILLIAMS, M. D. 
425 North Fourth Street 
Phoenix, Arizona 


HAROLD WOOD, M. D. 
1033 East McDowell Road 
Phoenix, Arizona 
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PATHOLOGICAL LABORATORIES 

















20 E. Ochoa St. 


G. 0. HARTMAN, M. D. 


PATHOLOGICAL LABORATORY 


TUCSON, ARIZONA 





Phone: 4779 





| 
| PATHOLOGICAL LABORATORY 
507 Professional Building Telephone 3-4105 


W. WARNER WATKINS AND 
ASSOCIATES 
1313 North Second Street Telephone 8-3484 
Phoenix, Arizona 
| 











| GOSS - DUFFY LABORATORY 
X-RAY AND CLINICAL DIAGNOSIS 


316 West McDowell Road 
Phoenix, Arizona 






PATHOLOGICAL LABORATORY 
507 Professional Building Telephone 3-4105 


MEDICAL CENTER X-RAY 
LABORATORY 
1313 North Second Street Telephone 8-3484 
W. Warner Watkins, M.D. Douglas D. Gain, M.D 
R. Lee Foster, M.D. 


Phoenix, Arizona 

















DRS. FARIS, HAYDEN AND PRESENT | 


Diplomates of 
American Board of Radiology 


DIAGNOSTIC ROENTGENOLOGY 


23 East Ochoa 
Tucson 





HERBERT D. WELSH, M. D. 


Diplomate of 
American Board of Radiology 


522 North Tucson Blvd. 
Tucson, Arizona 
Telephone 5526 


























MARCY L. SUSSMAN, M. D., 


F.A.C.R. 


Diplomate of American Board of Radiology 


800 North First Avenue 
Telephone 8-1027 
Phoenix, Arizona 












| 

| 

| THIS SPACE FOR SALE 

FOR INFORMATION AND RATES 
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ARIZONA MEDICINE 
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PHOENIX, ARIZONA 


























TUCSON TUMOR INSTITUTE 


LUDWIG LINDBERG, M.D. - 
Diplomates of American Board of Radiology 


RADIUM AND X-RAY THERAPY 


721 North 4th Ave. 


_—— 


JAMES H. WEST, M. D., F.A.C.R. 





TUCSON, ARIZONA pa 
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“Therefore, more than in any other disease, it is necessary in the 
treatment of an individual patient with syphilis to follow a thera- 
peutic regimen which, after long-term study in large series of 
patients, has been established as satisfactory for the particular 


type of syphilis under consideration.”* 


WI GLABXZ) ucal 0 uf ‘th 101Ce An 


etweatment of syphilis 


long-term study 


more than a decade of clinical evaluation. 


large series of patients 


over two hundred million injections already administered. 


satisfactory 


high therapeutic effectiveness with notable safety in causing dis- 
appearance of spirochetes, healing of lesions and reversal of sero- 
positivity in a large percentage of cases. 


MAPHARSEN (oxophenarsine hydrochloride, P. D. & Co.) is supplied in 
single dose ampoules of 0.04 Gm. and 0.06 Gm., boxes of. 10, and in mul- 
tiple dose ampoules of 0.6 Gm. in boxes of 10. 


*Cecil, R. A.: A Textbook of Medicine. Philadelphia, W. B. Saunders Co., 1947, p. 376. 


COMPANY + DETROIT 32, MICHIGAN *& 
Zz 
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And the Meat They Eat 


The established relationship between sound dietary planning 
and a state of maintained good health emphasizes the nutri- 
tional importance of meat, man’s favorite protein food. 

Not only does meat taste good, but of greater significance, 
it provides a host of nutritional benefits. Developments in the 
field of nutrition* have proved that complete protein—the 
kind that meat supplies in abundance—aids in building and 
maintaining immunity, hastens recovery after acute infectious 
diseases and following injury and burns, promotes health 
during pregnancy, aids in the growth and development of 
husky children, and is needed to maintain everyone in top 
physical condition. 

No matter from what walk of life your patients come, and 
The Seal of Acceptance denotes that whether their pocketbooks demand economy or permit satis- 
the nutritional statements made in 
this advertisement are acceptable to — faction of that urge for the fanciest cuts, meat gives them full 


the Council on Foods and Nutrition ‘ 
of the American Medical Association. value for their money. 


\ 
— 
* atone 


*McLester, J. S.: Protein Comes Into Its Own, J.A.M.A. 139:897 (April 2) 1949. 


American Meat Institute 
Main Office, Chicago...Members Throughout the United States 

















